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Preface 


In  June  1971,  the  National  Institute  of  Mental  Health  awarded  a 
1-year  contract  to  the  Philadelphia  Geriatric  Center  to  prepare  this 
social  work  guidebook  for  long-term  care  facilities  for  the  elderly. 

The  author  must  accept  sole  responsibility  for  the  material  she 
prepared.  However,  the  philosophy  and  approach  could  only  have 
developed  in  a climate  favorable  to  caring  about  the  social  needs  of 
older  people  and  their  families.  That  climate  was  created  largely  by 
Mr.  Bernard  Liebowitz,  executive  vice  president  of  the  Philadelphia 
Geriatric  Center,  and  his  predecessor,  Mr.  Arthur  Waldman. 

The  Guide  includes  background  chapters  by  selected  contributors. 
Those  chapters  speak  for  themselves.  Stanley  J.  Brody,  Elias  Cohen, 
Leonard  Gottesman,  Evelyn  Hutchinson,  Stephen  Cohen  and  Jerome 
Hammerman  went  beyond  their  charge,  writing  papers  enriched 
with  their  extensive  professional  experience,  and  containing  a wealth 
of  valuable  information. 

A special  contribution  was  made  by  M.  Powell  Lawton,  the  Center's 
director  of  behavioral  research.  Over  the  years,  he  directed  the  devel- 
opment of  the  assessment  measures  and  scales  that  were  being  used 
at  the  PGC  to  evaluate  the  functional  capacities  of  older  people.  Many 
staff  members  of  the  agency  participated  in  the  process. 

The  largest  measure  of  appreciation  is  due  to  Mrs.  Rose  Locker,  the 
associate  director  of  the  PGC's  Department  of  Social  Work,  and  to  a 
social  work  staff  that  gives  that  tired  word  "dedicated"  new  freshness 
and  meaning:  Mrs.  Locker  developed  the  case  material  and  reviewed 
the  manuscript  with  care.  The  procedures  and  the  forms  and  pro- 
tocols are  a composite  arrived  at  through  years  of  close  collaborative 
efforts  of  the  social  work  staff  and  all  departments  of  the  Center. 

Finally,  the  author  acknowledges  the  unique  role  played  by  Mrs. 
Marie  Blank,  consultant,  Section  on  the  Mental  Health  of  the  Aging 
of  the  National  Institute  of  Mental  Health.  Her  deep  commitment  to 
the  purposes  of  the  Guide  was  expressed  by  her  sustained  interest  and 
support  at  every  step  of  its  development. 


Elaine  M.  Brody 
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Introduction 


The  overall  goal  of  this  Guide  is  to  improve  services  to  institutional- 
ized older  people  and  their  families  through  the  use  of  social  work 
knowledge  and  skills.  With  that  purpose  in  mind,  the  National  Insti- 
tute of  Mental  Health,  in  June  of  1971,  awarded  a contract  to  the 
Philadelphia  Geriatric  Center  "to  develop  and  prepare  a social  work 
guidebook  for  long-term  care  facilities  for  the  elderly."  Implicit  in  the 
charge  is  recognition  both  of  the  importance  of  services  to  the  insti- 
tutionalized elderly  and  of  the  role  of  social  work  in  offering  and 
improving  those  services. 

The  specific  objectives  are: 

• To  identify  the  role,  function,  and  value  of  social  work  in  long- 
term facilities. 

• To  provide  material  that  can  be  the  basis  for  social  work  practice 
in  long-term  care  facilities. 

• To  enable  administrators,  physicians,  nurses  and  other  personnel 
in  long-term  facilities  to  understand  the  potential  of  social  work  and 
to  utilize  it  in  enhancing  the  care  and  treatment  of  the  institutional- 
ized elderly. 

• To  educate  and  sensitize  professionals  in  hospitals,  family  agen- 
cies, and  other  agencies  who  refer  older  people  to  long-term  care. 

Why,  at  this  point  in  time,  are  such  goals  of  critical  significance? 
The  20th  century  was  witness  to  a dramatic  numerical  and  propor- 
tionate increase  in  the  aging  population.  At  the  turn  of  the  century, 
those  65  and  over  represented  about  4 percent  of  the  total  population 
(about  3 million  individuals)  compared  with  10  percent  (about  20  mil- 
lion individuals)  at  present.  One  of  the  major  social  consequences  of 
this  phenomenon  is  the  increase  in  the  number  and  proportion  of 
elderly  people  who  reside  in  long-term  care  facilities.  The  proportion 
is  small:  about  5 percent  of  people  65  and  over  are  in  institutions  of 
any  kind.  However,  when  translated  into  human  terms,  the  statistic 
represents  about  a million  elderly  individuals.  The  impact  of  their 
situations  is  felt  by  family  members  of  every  generation.  In  addition, 
hundreds  of  thousands  of  professional  and  nonprofessional  workers 
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are  occupied  (with  varying  degrees  of  interest,  success,  and  satisfac- 
tion) with  the  care  of  that  group.  The  increasing  cost  of  long-term 
care  is  another  factor  drawing  attention  to  the  need  to  ensure  that 
public  and  private  dollars  are  being  used  to  best  advantage  in  the 
interests  of  the  older  people  whose  care  is  being  purchased. 

Apart  from  ethical  considerations  regarding  society's  responsibility 
to  the  institutionalized  elderly,  congregate  care  facilities  have  addi- 
tional significance: 

• The  image  of  the  institution  in  the  eyes  of  the  community  and 
the  treatment  accorded  the  residents  affects  the  mental  health  of  all 
old  people  who  live  daily  with  the  knowledge  that  they  too  may  some 
day  need  congregate  care.  Neglect  or  maltreatment  of  their  institu- 
tionalized peers  can  only  reinforce  the  anxiety  with  which  older 
people  and  their  families  regard  such  a prospect  even  when  there 
clearly  is  no  alternative. 

• The  therapeutic  pessimism  that  characterized  attitudes  towards 
the  institutionalized  elderly  in  the  past  is  beginning  to  dissipate. 
Clinical  reports  and  the  research  literature  have  shown  that  a philoso- 
phy of  "custodial  care"  is  outmoded.  Old  people  in  long-term  care 
facilities,  even  those  who  are  most  impaired,  can  and  do  respond  to 
therapeutic  and  rehabilitative  efforts. 

• The  institution,  because  it  serves  those  who  have  experienced 
a convergence  of  social,  mental  and  physical  assaults,  occupies  a 
unique  vantage  point.  Study  of  the  elderly  who  arrive  at  the  institu- 
tions' doors,  provides  clues  to  the  paths  which  led  them  there,  and 
the  preventive  and  supportive  community  services  which  were  lack- 
ing and  should  be  developed.  Therefore,  in  addition  to  serving  the 
institutionalized  population  the  institution  can  provide  information 
valuable  for  broad  social  planning. 

• The  request  for  admission  is  made  more  often  than  not  at  a time 
of  extreme  stress  to  the  older  person  and  his  family.  Since  admission 
may  or  may  not  be  the  plan  of  choice,  the  institution  can  play  a 
pivotal  role.  Handled  responsibly,  the  services  offered  can  involve 
exploration  of  the  nature  of  the  problems,  referral  to  more  appro- 
priate resources,  and  mobilization  of  existing  supportive  services. 
Admission  to  institutions  may  be  avoided  or  delayed  by  "boosting" 
the  applicant  into  the  system  of  community  care. 

• Institutions  can  maximize  the  utilization  of  their  resources  by 
functioning  as  bases  for  the  operation  of  services  often  thought  of  as 
"community  care."  Services  such  as  outpatient  psychiatric  services, 
day  care  for  the  mentally  impaired,  short-term  care  for  treatment  and 
rehabilitation,  and  short-term  care  to  permit  vacation  relief  for  fami- 
lies, are  a "mix"  of  congregate  and  community  care.  They  increase 
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the  options  which  constitute  a continuum  of  care  and  permit  the 
matching  of  services  to  need  of  older  person  and  family  at  a given 
point  in  time. 

• Some  institutions  for  the  elderly  provide  concentrations  of  pro- 
fessionals with  expertise  in  all  aspects  of  aging.  They  are  therefore 
excellent  sites  for  training,  research,  and  educational  programs  that 
can  serve  the  general  community  as  well  as  the  institutional 
community. 

The  professional  literature  and  the  popular  press  are  replete  with 
documentation  of  the  sad  plight  of  the  institutionalized  elderly. 
Undeniably,  in  some  facilities  (public,  proprietary,  and  voluntary), 
the  provision  of  care  and  treatment  is  at  a level  which  should  not 
be  tolerated.  However,  the  adverse  effects  of  such  institutions  often 
have  been  generalized  without  justification  to  include  all  institutions, 
and  have  been  used  as  a rationale  for  denigrating  institutions  as  a 
potential  positive  resource  for  care.  The  issue  is  not  that  of  institu- 
tional care  versus  community  care.  The  relevant  issues  are  to  identify 
those  for  whom  long-term  care  is  appropriate  and  to  determine  the 
nature  of  the  services  and  the  qualities  of  the  environments  that 
would  maximize  their  well-being. 

In  short,  for  the  right  person  and  family  at  the  right  time,  a long- 
term care  facility  can  be  the  right  service.  It  should  serve  a specific 
target  population;  it  need  not  and  should  not  be  a poor  "alternative" 
to  community  living. 

Much  remains  to  be  done  if  institutions  are  to  reach  that  positive 
goal  of  maximizing  the  functioning  level  and  well-being  of  the  elderly 
residents.  As  knowledge  has  accumulated  regarding  the  potential 
detrimental  effects  of  applying  for  admission,  waiting  on  a "list," 
actual  admission,  and  life  in  the  institution,  so  too  have  research  and 
practice  offered  clues  as  to  constructive  methods  of  managing  such 
experiences.  In  other  words,  it  cannot  be  assumed  that  negative 
effects  are  intrinsic  and  that  nothing  can  be  done.  On  the  contrary, 
studies  and  observation  support  the  view  that  it  is  possible  to  capi- 
talize on  available  information  to  modify  positively  the  existing 
programs  and  environments. 

One  of  the  broadest  areas  of  neglect  in  institutions  has  been  the 
psychosocial  needs  of  the  elderly  occupants.  It  is  recognized  by  pro- 
fessionals that  the  frontiers  of  care  must  be  pushed  beyond  sub- 
sistence, survival,  and  the  treatment  of  disease  to  dignity  and  enjoy- 
ment. Awareness  of  medical  and  nursing  needs  has  resulted  in  an 
increasing  trend  to  include  such  essential  services.  While  a good  deal 
has  been  written  about  the  devastating  impact  of  lack  of  attention  to 
the  social  and  psychological  needs  on  the  mental  health  of  the  insti- 
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tutionalized,  implementation  of  this  understanding  via  programs  and 
service  patterns  has  lagged.  Similarly,  though  there  is  widespread 
recognition  of  the  need  for  social  work  services  as  an  integral  part 
of  the  programming  of  long-term  care  facilities,  their  full  develop- 
ment has  not  taken  place. 

The  expectations  of  older  people,  their  families,  governmental 
bodies,  and  the  public  are  increasing  in  relation  to  long-term  care. 
There  is  a heightened  awareness  of  the  importance  of  social  factors. 
This  trend  will  continue.  The  new  groups  of  people  who  are  con- 
stantly being  graduated  into  the  aging  phase  of  life  have  experienced 
better  education,  better  standards  of  living,  and  will  be  more  sophis- 
ticated and  articulate  in  their  demands.  As  options  become  more 
available  and  long-term  care  facilities  more  readily  accessible,  admin- 
istrators and  owners  of  facilities  will  need  to  attend  carefully  to  the 
"quality  of  life"  ingredients  of  care. 

The  role  of  the  social  worker  is  key  to  the  integration  of  the  social 
mental  health  aspects  of  care  with  other  necessary  services.  This  last 
statement  is  true  with  regard  to  every  phase  of  institutional  life  from 
the  older  person's  first  contact  with  the  facility  through  to  discharge 
or  death. 

It  is  hoped  that  the  Guide  will  meet  the  need  for  specific,  concrete 
information  on  how  social  work  services  can  be  planned  and  imple- 
mented. Since  social  workers  have  a responsibility  to  utilize  their  case 
knowledge  in  formulating  social  policy,  the  practical  "how-to-do-it" 
aspects  are  set  in  the  context  of  background  material. 

The  three  chapters  of  Part  Two  provide  this  background: 

Chapter  2,  An  Overview  of  Long-Term  Care  Facilities,  gives  his- 
torical perspectives  on  development  of  such  facilities.  It  defines  vari- 
ous types  of  facilities  (homes  for  aged,  psychiatric  hospitals,  proprie- 
tary nursing  homes,  county  homes)  and  summarizes  national  and 
local  legislation  and  regulation  and  regulations  regarding  definitions 
and  standards. 

Chapter  3,  Characteristics  of  Institutionalized  Elderly,  identifies  the 
characteristics  of  the  target  population  (age,  sex,  race,  distribution, 
mental  and  physical  health,  economic  status,  family  composition, 
reasons  for  admission),  and  discusses  those  characteristics  as  deter- 
minants of  the  nature  of  services  required.  Available  data  about  the 
number  and  proportion  of  old  people  in  various  types  of  facilities 
are  included. 

Chapter  4,  The  Elderly  and  Community  Services,  discusses  the 
elderly  population  in  the  community  in  terms  of  needs  for  long-term 
care.  Existing  community  supports  and  services  that  can  be  mobilized 
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to  foster  community  living  are  surveyed,  and  the  gaps  in  services  and 
programs  are  identified. 

Part  Three,  Chapters  5 through  12,  Social  Work  and  Long-Term  Care 
Facilities,  constitute  the  manual  section  which  deals  specifically  with 
social  work  in  relation  to  long-term  facilities.  After  the  introduction, 
ensuing  chapters  deal  with  services  to  applicants,  residents  and  their 
families;  group  services;  research,  training,  and  policy  determination; 
and  administrative  considerations.  Each  speaks  to  the  goals  of  the 
services  and  methods  of  implementing  those  goals.  The  reader  will 
be  taken  step  by  step  through  the  processes  of  institutionalization 
from  the  first  inquiry  about  admission  through  the  period  of  residence 
and  death  or  discharge.  Case  material  and  various  forms  and  proto- 
cols are  used  illustratively.  Research  findings  are  summarized  and 
integrated  throughout  where  they  have  implications  for  practice. 
Though  the  Guide  will  set  up  a model  for  practice,  it  recognizes  that 
services  and  procedures  require  modification  in  different  types  of 
settings. 

Part  Four,  Chapter  13,  Issues  of  Institutional  Care,  discusses  matters 
such  as  the  "mix"  and  "match"  of  residents  (e.g.  segregation  or  inte- 
gration of  physically  and  mentally  impaired);  optimal  size;  staff; 
physical  setting;  the  institution  as  a base  for  other  forms  of  congre- 
gate care  and  for  programs  such  as  day  care,  temporary  care  (for 
short-term  treatment  or  family  emergencies  or  vacations),  or  out- 
patient health  programs.  Treatment  issues  will  be  dealt  with  by  brief 
summaries  of  various  types  of  programs. 

The  last  chapter,  Chapter  14,  Broad  Social  Issues,  addresses  the 
social  issues  which  are  relevant  to  long-term  care  facilities  such  as 
funding,  quality  of  care,  linkages  to  other  community  resources  and 
services,  problems  of  personnel  and  manpower,  and  utilization  of 
training  opportunities.  It  also  suggests  goals  for  the  future. 

The  background  and  concluding  chapters  deal  with  broad  trends 
and  issues.  However,  it  must  be  remembered  that  on  all  levels  of 
Government,  legislation  and  regulations  are  subject  to  rapid  change, 
and  vary  widely  from  region  to  region,  State  to  State,  and  in  some 
instances,  even  from  county  to  county. 

It  is  underlined  that  society  and  the  population  served  are  always 
in  a process  of  change.  In  the  course  of  every  5 years,  there  is  a 
turnover  of  about  35  percent  of  the  aging  population.  Some  die,  and 
newcomers  enter  the  ranks  who  are  progressively  better  educated, 
have  had  access  to  better  health  care  and  a higher  standard  of  living, 
and  whose  expectations  are  higher.  Hopefully,  new  services  and  pro- 
grams will  develop  that  will  reflect  new  knowledge.  Therefore,  the 
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Guide  will  require  adaptation  and  modification.  Basic  human  needs, 
however,  are  a constant. 

It  is  the  hope  of  the  National  Institute  of  Mental  Health,  the 
editor,  and  the  contributors,  that  the  Guide  will  provide  needed 
information  to  professionals  and  will  in  some  small  measure  improve 
the  lot  of  older  people  and  their  families. 


PART  TWO 


The  Context 


2 


An  Overview  of  Long-Term 
Care  Facilities 

by 

ELIAS  S.  COHEN1 


Introduction 

Long-term  care  is  a major  concern  of  Government  and  the  general 
public: 

• In  the  last  14  years,  there  have  been  22  reports  on  long-term  care 
published  by  the  Senate  Committee  on  Aging  and  its  predecessor, 
The  Subcommittee  on  Problems  of  the  Aged  of  The  Committee  on 
Labor  and  Public  Welfare. 

• Early  in  1972,  the  President's  State  of  the  Union  Message  included 
mention  of  long-term  care  issues. 

• The  1971  White  House  Conference  on  Aging  included  a special 
concerns  section  on  the  problems  of  long-term  care. 

• In  the  year  prior  to  the  actual  Conference  itself,  each  State 
reviewed  issues  and  policy  questions  related  to  nursing  home  care. 

• Within  the  Department  of  Health,  Education,  and  Welfare,  the 
Secretary  has  appointed  a special  assistant  on  nursing  home  care. 

• A year  and  a half  ago,  the  HEW  Task  Force  on  Medicaid  and 
Related  Programs  devoted  almost  20  percent  of  its  report  to  problems 
of  long-term  care  and  its  financing. 

The  complexities  of  long-term  care  have  been  reflected  by  the 
many  attempts  to  characterize  it,  to  distinguish  its  various  elements, 
to  identify  the  characteristics  of  those  who  receive  it,  to  cast  it  into 
a legal  framework,  to  assess  its  historical  development,  and  otherwise 
to  understand  it.  Some  of  these  aspects  are  dealt  with  in  other  chap- 

1.  The  material  in  this  chapter  reflects  developments  as  of  June  1,  1972  when  it 
was  submitted. 
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ters  of  this  Guide.  This  chapter  will  trace  the  historical  development 
of  long-term  care,  summarize  governmental  involvement,  and  review 
current  definitions  of  various  types  of  facilities. 

THE  HISTORICAL  PERSPECTIVE 

In  order  to  understand  the  current  picture  regarding  long-term 
care,  it  must  be  viewed  in  historical  perspective. 

Long-term  care  may  be  analyzed  in  terms  of  six  distinct  periods: 

1.  The  17th  and  18th  centuries — the  colonial  period. 

2.  The  19th  and  20th  centuries,  up  to  1920 — the  American  version 
of  the  English  Poor  Law  of  1834. 

3.  1920  to  1935 — the  rise  of  the  eleemosynary  institution  and 
system  of  care  for  the  elderly  in  the  United  States. 

4.  1935  to  1945 — the  period  of  reaction  to  public  financing  of 
institutional  long-term  care. 

5.  1945  to  1965 — the  postwar  boom  in  private  proprietary  nursing 
home  development  with  major  mechanisms  for  public  and 
private  financial  support. 

6.  The  post-1965  period  embracing  the  development  of  extended 
care,  the  incorporation  of  intermediate  care  into  the  medical 
assistance  rubric,  and  the  beginning  of  concern  with  what  are 
called  "alternatives  to  institutional  care." 

The  earliest  arrangements  for  long-term  care  were  inextricably 
bound  up  with  concern  for  the  "pauper."  When  family  or  the  indi- 
vidual himself  could  no  longer  care  for  the  "pauper,"  he  became 
Government  responsibility.  Early  records  indicate  public  concern  with 
the  disabled;  the  handicapped;  the  aged;  widows  with  children;  full 
orphans;  remnants  of  families  surviving  epidemics,  Indian  raids  and 
massacres;  the  mentally  feebleminded  and  deranged;  victims  of 
chronic  diseases;  immigrants;  the  unemployed;  and  the  victims  of 
crop  failure. 

The  colonial  period  laid  a foundation  of  a comprehensive  system 
of  care.  It  included  a variety  of  subsidies  to  families  and  individuals 
as  well  as  a variety  of  institutional  relief  programs  for  almshouses, 
hospitals,  workhouses,  orphanages  and  prisons.  In  some  way  the 
system  was  quite  sensible.  It  made  no  distinction  between  poverty 
due  to  physical  disability  and  poverty  occasioned  by'  economic 
distress. 

Early  "outdoor  relief,"  that  is,  noninstitutional  care,  included  sub- 
sidies to  families  for  the  care  of  a disabled  or  senile  member  or  even 
for  building  a separate  cell  or  enclosure  for  a mentally  ill  person. 

Boarding  out  or  foster  care  programs  were  not  uncommon, 
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although  they  were  often  harsh  in  their  administration.  Early  relief 
programs  were  characterized  by  a strange  admixture  of  charity  and 
economy  as  well  as  by  a blend  of  a sense  of  responsibility  and  stern 
moralism.  Paupers  were  often  auctioned  off  to  those  willing  to 
undertake  their  support  at  the  least  cost  to  the  community.  Those 
auctioned  were  often  children,  the  disabled,  the  handicapped,  the 
feebleminded  and  the  insane.  Others  were  contracted  to  do  work  in 
return  for  their  care. 

In  the  17th  and  18th  centuries  the  almshouse  was  not  the  major 
method  of  caring  for  the  poor,  although  it  did  represent  early  devel- 
opment in  the  care  of  the  indigent  sick.  After  the  Revolution,  the 
almshouse  was  increasingly  considered  the  most  suitable  and  eco- 
nomical way  to  meet  the  problems  of  people  in  need.  The  use  of 
"outdoor  relief"  declined;  it  was  regarded  as  costly,  wasteful, 
unsuccessful,  and  injurious  to  morality  and  personal  industry. 

Developments  in  the  19th  century  reflected  the  Poor  Law  of 
England  of  1834  which  gave  precedence  to  the  almshouse  as  a means 
of  assisting  the  poor.  While  standards  have  changed  significantly  since 
that  time,  the  view  of  the  long-term  care  institution  as  a method  of 
solving  problems  owes  its  strength  to  the  history  of  this  period, 
though  that  history  is  far  from  glorious. 

The  almshouse  became  the  place  of  refuge  for  the  impoverished, 
the  insane,  the  feebleminded,  the  blind,  the  vagrant  and  the  sick, 
whether  they  were  aged  and  abandoned,  or  so  marginal  as  to  be 
unable  to  make  their  way  alone.  The  almshouse  pressed  those  who 
could  work  into  servitude  for  it  often  had  an  associated  workhouse. 
Poorhouses  were  operated  cheaply  on  low  appropriations,  often  no 
more  than  10  cents  a day  per  resident,  by  persons  who  had  to  eke 
out  their  own  income  from  whatever  they  could  save  from  the  meager 
appropriations. 

Throughout  this  entire  period,  financing  for  such  facilities  con- 
tinued to  be  the  responsibility  of  towns  and  counties;  States  were 
barely  in  the  picture,  and  voluntary  institutions  had  not  yet  assumed 
positions  of  significance,  much  less  ascendancy.  Remarkably,  there 
was  a successful  Federal  congressional  attempt  for  Federal  entry  into 
public  welfare  in  1854,  when  Congress  passed  a bill  for  Federal 
financing  of  the  indigent  insane.  However,  Franklin  Pierce  vetoed  the 
bill  on  the  grounds  that  the  Federal  Government  should  not  be 
involved  in  any  welfare  programs.  Pierce  was  fearful  that  to  do  so 
would  establish  a principle  of  Federal  responsibility  for  all  the  poor 
in  all  the  States.  His  precedent  was  to  last  for  more  than  three 
quarters  of  a century,  and  in  some  ways  persists  even  today,  more 
than  four  generations  later. 
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The  Civil  War  brought  in  its  wake  homes  for  disabled  veterans, 
disability  benefits,  and  medical  care. 

While  the  last  half  of  the  19th  century  was  characterized  by  the 
fierce  struggle  for  wealth  and  power,  by  the  upheavals  wrought  by 
industrial  development,  urbanization,  large  scale  immigration,  wide- 
spread unemployment,  and  new  economies,  the  almshouse  continued 
in  its  central  role  in  dealing  with  society's  castoffs. 

The  same  period  saw  the  growth  of  State  boards  of  charities,  par- 
ticularly in  the  East,  to  oversee  some  hospitals  and  other  eleemosynary 
institutions.  The  care  of  the  aged,  however,  was  still  largely  confined 
to  the  harsh  almshouse.  That  harshness  was  a matter  of  policy.  The 
1875  report  of  the  New  York  State  Department  of  Public  Charities 
stated : 

Care  has  been  taken  not  to  diminish  the  terrors  of  this  last 
resort  of  poverty,  "the  almshouse,"  because  it  has  been 
deemed  better  that  a few  should  test  the  minimum  rate  at 
which  existence  can  be  preserved  than  that  many  should 
find  the  almshouse  so  comfortable  a home  that  they  would 
brave  the  shame  of  pauperism  to  gain  admission  to  it. 

By  1897,  16  States  had  developed  State  boards  of  charities  which 
began  inspecting  State  welfare  institutions  and  ultimately  moved  into 
the  supervision  of  private  institutions  in  receipt  of  public  funds. 
Ultimately,  these  State  boards  of  charities  developed  standards  for 
hospitals,  nursing  homes,  and  other  welfare  agencies. 

It  was  not  until  this  century,  however,  that  we  embarked  upon  a 
period  of  social  and  economic  reform  in  this  area.  The  first  20  years 
saw  the  rise  of  private  foundations  and  philanthropy,  the  growth  of 
public  health  dispensaries,  the  development  of  hospitals  for  the  well- 
to-do  as  well  as  the  indigent,  and  the  beginning  of  convalescent  and 
rest  homes.  A few  States  and  cities  looked  to  improving  almshouses, 
developing  systems  of  institutional  classification,  segregation  of  in- 
mates and  patients,  and  improving  programs  generally. 

The  place  of  long-term  care  must  be  viewed  in  relationship  to  the 
development  of  programs  to  support  the  elderly  in  particular,  and 
the  indigent  in  general,  out  of  institutions  by  means  of  cash  payments 
or  substitutes  thereof. 

"Outdoor  relief"  for  the  aged  reappeared  in  the  1920's,  when 
Old  Age  Assistance  was  first  adopted  in  Alaska  as  an  alternative  to 
public  institutional  care.  By  1929,  most  States  west  of  the  Mississippi 
had  programs  of  Old  Age  Assistance  although  it  was  resisted  in  the 
East.  In  1929,  however,  New  York  State  adopted  a program  of  relief 
payments  in  preference  to  institutional  care  as  the  principal  means 
of  alleviating  the  difficulties  of  the  poor.  Similarly,  by  1929,  nonprofit 
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facilities  were  bearing  the  major  responsibility  for  institutional  care 
of  the  elderly.  The  Social  Work  Yearbook  of  that  year  pointed  out  that 
"while  the  dependent  aged  are  cared  for  by  friends  or  relatives,  in 
almshouses,  in  private  institutions,  in  nursing  homes,  or  in  their  own 
homes,  or  those  of  relatives,  by  private  or  public  relief,  the  most 
conspicuous  means  by  which  the  aged  receive  care  is  by  private 
institutions  (nonprofit)/' 

The  depression  of  the  1930's  changed  public  welfare  more  than 
any  other  single  episode  of  our  history.  In  1933,  25  million  people  in 
7 million  households  depended  upon  relief  for  their  daily  sustenance. 
The  great  depression  saw  the  development  of  loan  programs  to  the 
States  for  relief,  rent  programs,  surplus  commodity  programs,  public 
works  programs,  job  training  programs,  and  ultimately,  the  programs 
of  the  Social  Security  Act. 

The  Social  Security  Act  did  two  things:  first,  it  established  a national 
retirement  income  system  to  provide  income  in  lieu  of  wages  to  the 
worker  or  his  dependents  when  the  worker  retired  and  (eventually) 
when  he  became  disabled;  second,  it  established  a system  of  Federal 
grants  to  the  States  to  provide  financial  assistance  to  the  aged, 
dependent  children,  the  blind,  and  the  disabled.  However,  in 
reaction  to  the  earlier  history  when  the  problems  of  poverty  were 
addressed  through  institutional  care,  the  early  versions  of  the  Social 
Security  Act  carried  specific  prohibitions  against  Federal  financial 
participation  in  the  cost  of  any  relief  given  in  any  kind  of  institu- 
tional setting.  When  this  was  subsequently  relaxed,  the  prohibition 
continued  in  relationship  to  public  facilities  on  the  stated  theory  that 
public  institutions  were  considered  a State  responsibility.  However, 
it  has  also  been  suggested  that  the  prohibition  was  a carryover  from 
revulsion  to  the  earlier  history  of  the  almshouse  tradition  in  America. 

While  accurate  figures  are  difficult  to  obtain,  institutional  long- 
term care  has  grown  phenomenally  since  the  1930's.  During  the 
depression  it  is  estimated  that  the  number  of  facilities  and  beds 
actually  declined,  probably  for  economic  reasons.  During  the  years 
of  the  second  World  War,  construction  was  at  a standstill. 

A Bureau  of  the  Census  study  in  1939  estimated  that  at  that  time 
there  were  1,200  facilities  in  the  United  States  with  25,000  beds.  The 
1954  inventory  of  all  types  of  nursing  homes  and  related  facilities 
reported  a total  of  450,000  beds  in  25,000  homes.  The  bulk  of  that 
growth  reflected  major  postwar  increases  in  the  development  of 
proprietary  nursing  home  beds  responding  to  significant  backlogged 
demands.  The  demand  continued  unabated  well  into  the  late  1960's 
and  early  1970's  with  consequent  alteration  in  the  configuration  of 
ownership  of  beds  in  nursing  homes  and  related  facilities.  Today  it  is 
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estimated  that  the  total  number  of  facilities  has  declined  slightly  while 
the  capacity  has  more  than  doubled  to  over  a million  beds  in  various 
types  of  facilities. 

During  the  post  World  War  II  period,  major  executive  and  legisla- 
tive events  have  had  major  impact  on  long-term  care.  A brief  chro- 
nology will  provide  testimony  to  the  variety  of  avenues  through  which 
Federal  attention  has  been  directed  to  the  issue. 

1948  The  Federal  Security  Agency  (predecessor  to  the  Department 
of  Health,  Education,  and  Welfare)  set  up  a task  force  on  aging. 

1950  Oscar  Ewing,  Director  of  the  Federal  Security  Agency,  called 
the  first  National  Conference  on  Aging. 

1953  Federal  participation  in  the  cost  of  assistance  paid  to  indigent 
persons  in  private  institutions  was  authorized.  The  prohibition 
against  payment  in  public  institutions  continued. 

States  seeking  Federal  participation  in  the  cost  of  payments 
made  to  persons  in  private  institutions  were  required  to 
establish  standard  setting  of  authorities  for  such  institutions. 

1954  The  Hill-Burton  Program,  for  the  first  time,  was  given  authority 
for  aiding,  through  direct  grants,  public  and  other  nonprofit 
sponsors  in  constructing  and  equipping  nursing  homes  and 
related  facilities. 

1958  The  Small  Business  Administration  was  authorized  through  the 
Small  Business  Act  and  the  Small  Business  Investment  Act  to 
provide  loans  to  nursing  homes. 

1959  The  National  Housing  Act  was  amended  to  provide  for  mort- 
gage insurance  to  private  lenders  to  facilitate  construction  or 
rehabilitation  of  qualified  proprietary  nursing  homes  (sub- 
sequently this  was  extended  to  provide  the  same  kinds  of 
benefits  to  nonprofit  facilities). 

1950's  Improvements  in  Social  Security  benefits  were  provided 
through  significant  increases  and  extensions  of  benefits  to  the 
disabled  and  improvements  in  the  earned  income  limitation 
provisions. 

1960  Passage  of  the  Federal  Assistance  for  the  Aged  Act  by  the 
Congress  provided  a broad-based  program  of  Federal  finan- 
cial assistance  to  the  States  to  furnish  care  for  the  indigent  and 
the  medically  indigent  for  a very  wide  variety  of  institutional 
and  noninstitutional  programs.  Activities  for  the  White  House 
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Conference  on  Aging  were  initiated  and  undertaken  through- 
out the  United  States  at  local  and  State  levels. 

1961  White  House  Conference  was  held. 

1965  Title  18  of  the  Social  Security  Act  was  passed  (Medicare)  pro- 
viding among  other  things  for  payment  of  post-hospital  care 
in  extended  care  facilities. 

Title  XIX,  the  Medical  Assistance  title,  was  passed  requiring 
States  to  include  inpatient  and  outpatient  hospital  services, 
laboratory  and  X-ray  services,  skilled  nursing  home  care  and 
physician's  services  in  their  vendor  payment  programs. 
Amendments  to  the  Social  Security  Act  were  passed  provid- 
ing for  grants  to  the  States  to  aid  in  meeting  the  cost  of  care 
for  persons  65  and  over  receiving  the  equivalent  of  skilled 
nursing  care  and  active  treatment  in  State  hospitals  for  the 
mentally  ill. 

The  Older  Americans  Act  was  passed,  setting  forth  congres- 
sional policy  concerning  older  Americans,  the  responsibility 
of  the  State  and  Federal  Governments  and  providing  for 
demonstration  projects,  research  and  training  programs. 

1968  Congress  authorized  the  President  to  call  a White  House 
Conference  on  Aging. 

Intermediate  care  facilities  were  recognized  federally  as  an- 
other type  of  facility  for  which  Federal  participation  can  be 
received  when  payments  are  made  to  indigent  persons. 

The  Social  Security  Act  was  amended  to  strengthen  States  in 
their  enforcement  activities  with  reference  to  nursing  homes  by 
providing  that  no  Federal  funds  might  be  paid  to  match  pay- 
ment to  any  nursing  home  not  fully  meeting  State  requirements 
for  licensure.  In  addition,  the  Act  was  amended  to  provide, 
in  connection  with  the  medical  assistance  program  for  skilled 
nursing  home  care,  that  States  require  a medical  evaluation 
of  each  patient's  needs  prior  to  admission,  followed  by  regu- 
lar and  periodic  inspection  by  an  independent  review  team 
consisting  of  physicians  and  other  health  and  social  service 
personnel  of  care  being  given  to  medical  assistance  patients 
in  nursing  homes. 

1969  President  Nixon  called  the  White  House  Conference  on  Aging 
and  initiated  planning  activities. 
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The  White  House  Conference  on  Aging  was  held.  The  Secre- 
tary of  Health,  Education,  and  Welfare  appointed  a special 
assistant  on  nursing  homes  to  deal  with  the  problem. 

The  President  made  an  address  concerning  nursing  home 
problems  and  Federal  actions  designed  to  assist  in  correcting 
current  abuses. 

Congress  passed  the  Nutrition  Bill  for  the  elderly  authorizing 
an  expenditure  of  $100  million  to  improve  the  nutrition  of 
elderly  persons  of  America  during  fiscal  1973  and  $150  million 
during  1974. 

President  Nixon  delivered  a message  on  aging  to  the  Congress 
outlining  significant  expansion  in  the  requested  authorization 
for  Older  Americans  Act,  approving  the  Nutrition  Bill,  and 
indicating  significant  efforts  underway  to  coordinate  activities 
of  the  Federal  Government.  He  reiterated  his  determination  to 
correct  abuses  in  nursing  homes. 

CURRENT  DEFINITIONS  AND  FACILITIES 

Against  that  background,  how  is  long-term  care  now  defined  and 
in  what  kinds  of  settings  is  it  offered? 

While  no  one  definition  has  universal  acceptance,  in  its  general 
usage,  long-term  care  refers  to  that  care  provided  in  an  institutional 
setting  for  an  extended  period  of  time.  (As  chapter  IV  points  out, 
however,  long-term  care  is  often  required  for  individuals  who  live  in 
the  community  in  their  own  homes  or  in  other  types  of  congregate 
living  arrangements.)  Support  in  a group  setting  may  be  required 
because  of  chronic  mental  and/or  physical  impairments  and  may 
range  from  the  most  sophisticated  life  support  systems  to  fundamental 
ongoing  assistance  with  activities  such  as  feeding,  toileting,  dressing, 
bathing,  and  ambulating. 

The  central  factor  in  understanding  the  meaning  of  long-term  care 
to  the  "consumer"  is  the  radical  departure  it  represents  from  what  is 
generally  regarded  as  "normal"  living  in  a family  or  in  the  community. 
The  individual's  range  of  choices  is  constricted  even  in  the  most 
humane  facilities — choices  such  as  food,  bedtime,  rising  time,  dress- 
ing or  not  getting  dressed,  frequency  and  timing  of  baths,  taking  part 
in  or  refraining  from  activities,  being  examined  medically  or  not,  and 
a host  of  other  details  of  everyday  life.  To  accommodate  or  "adjust" 
to  such  radical  change  makes  severe  demands  on  the  individual.  Yet 
it  is  in  this  area  of  attention  to  the  social  aspects  of  care  that  pro- 
gramming to  date  has,  in  the  main,  been  weakest  and  to  which  social 
work  can  make  a most  significant  contribution. 
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Currently,  long-term  care  programs  are  more  easily  discussed  than 
defined.  One  possible  definition  used  is  its  description  in  terms  of  the 
auspice  of  the  facility,  as  for  example,  in  stating  that  long-term  care 
is  provided  in  nonprofit  homes  for  the  aged,  county  homes,  and 
proprietary  nursing  homes.  However,  this  definition  is  obviously 
inadequate  because  it  does  not  describe  in  any  way  the  range  of 
services  that  is  offered.  Even  when  one  adds  psychiatric  hospitals 
and  Veterans  Administration  facilities  as  well  as  State  veterans'  homes 
for  the  aged,  the  description  tells  us  very  little. 

Another  categorization  sometimes  utilized  is  one  which  suggests 
the  level  of  payment  which  is  received  by  a facility.  Most  State  pro- 
grams of  payment  for  care  are  arranged  hierarchically  with  those 
facilities  presumably  furnishing  highest  skills  receiving  the  highest 
payments. 

Thus,  there  are  extended  care  facilities,  skilled  nursing  homes,  inter- 
mediate care  facilities,  and  boarding  care  facilities.  However,  even 
this  is  not  entirely  satisfactory  since  those  terms  are  surrounded  by 
a set  of  legal  eligibility  requirements  and  rely  upon  a particular 
facility's  desire  and/or  ability  to  participate  in  a given  program  and 
thereby  gain  particular  qualification.  Licensing  definitions  do  not  help 
much  either  since  they  vary  from  State  to  State,  and  since  licensure 
is  not  required  for  many  public  facilities  and  in  some  States  for  non- 
profit facilities. 

(Note:  Standard-setting  is  always  required  if  Federal  funds  are 
claimed  against  long-term  care  institutional  expenditures.  However, 
since  there  can  be  standard  setting  without  licensure  as  noted  above, 
Pennsylvania  being  only  one  of  several  States  setting  standards  for, 
but  not  licensing , some  institutional  definitions  in  licensing  statutes 
will  not  comport  with  those  in  standard-setting  statutes.) 

The  difficulty  in  attempting  a list  of  definitions  of  types  of  institu- 
tional arrangements  lies  in  the  fact  that  none  of  the  definitions 
developed  up  to  this  point  are  expressed  in  terms  of  the  problems 
they  are  designed  to  resolve.  Yet,  the  institutions  are  aimed  at  people 
with  problems,  and  institutional  designations  are  supposed  to  be 
descriptive.  There  is  no  cultural  understanding  of  the  definitions 
traditionally  used  as  there  is  with  the  terms,  "rehabilitation  hospital 
or  institute,"  "crippled  children's  hospital,"  "school  for  the  mentally 
retarded,"  "psychiatric  hospital,"  or  even  "general  hospital." 

Perhaps  the  difficulty  with  definitions  reflects  society's  difficulty  in 
dealing  with  the  human  problems  with  which  institutions  are  sup- 
posed to  cope.  The  difficulty  may  also  reflect  the  fact  that  there  are 
relatively  few  life  situations  of  elderly  people  which  point  clearly  to 
the  need  for  a particular  kind  of  institutional  care  without  also  con- 
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sidering  extrinsic  factors  such  as  relatives,  money,  and  available  sup- 
portive services.  This  is  in  sharp  contrast  to  our  understanding  about 
life  situations  which  require  general  hospital  care. 

Nevertheless,  it  is  useful  to  look  at  legal  definitions  since  they  are 
important  from  the  standpoint  of  resources  in  given  situations.  The 
most  relevant  definitions  in  current  use  are,  "Extended  Care  Facility," 
"Skilled  Nursing  Home,"  and  "Intermediate  Care  Facility."  The  details 
of  these  definitions  are  presented  as  appendixes  at  the  end  of  this 
chapter. 

Close  examination  indicates  that  the  distinctions  are  not  always 
clear.  However,  it  should  be  noted  that  the  extended  care  facility 
program  (appendix  A)  is  one  designed  initially  (and  which  continues 
to  function)  as  a short-term  convalescent  care  facility  specifically 
arranged  to  take  care  of  carefully  selected  patients  coming  from 
hospitals.  Its  actual  utilization  and  service  patterns  are  fashioned  as 
much  by  decisions  concerning  the  availability  of  funds  to  pay  for  such 
care  as  by  programmatic  considerations.  Of  necessity  it  involves 
aspects  of  rehabilitation,  social  work,  high-quality  medical  and  nurs- 
ing care,  and  supportive  services — that  is,  those  services  usually 
associated  with  long-term  care  of  high  quality. 

The  extended  care  facility  provisions  do  not  cover  institutions  pri- 
marily for  the  care  and  treatment  of  mental  diseases  or  tuberculosis. 
The  Social  Security  Regulations  attempt  at  length  to  distinguish 
extended  care  facilities  from  hospitals  (see  appendix  A). 

Skilled  nursing  homes  (appendix  B)  are  facilities  which  are  approved 
for  provision  of  skilled  nursing  care  to  Medicaid  patients.  There  is 
supposed  to  be,  and  the  Congress  intended  that  there  would  be, 
congruence  between  the  skilled  nursing  home  definitions  and  the 
extended  care  facility  definition  so  far  as  operating  standards  were 
concerned.  However,  in  most  States,  this  objective  has  not  yet  been 
achieved. 

An  intermediate  care  facility  (appendix  C)  is  an  institution  or  part 
of  an  institution  designated  to  care  for  persons  who  require  institu- 
tional living  accommodations  and  care,  but  whose  illness,  disability, 
injury  or  other  condition  is  not  such  as  to  require  care  or  treatment 
in  a hospital  or  skilled  nursing  home.  This  is  generally  interpreteo 
to  mean  assistance  with  eating,  grooming,  dressing,  bathing,  and 
management  of  personal  affairs. 

Other  terms  may  be  found  but  do  not  have  special  meaning  for 
purposes  of  reimbursement  in  aid  programs.  In  some  jurisdictions, 
like  Pennsylvania,  the  term,  "personal  care"  may  be  equated  with 
intermediate  care.  A few  States,  like  Pennsylvania  and  Ohio,  are 
developing  special  facilities  that  provide  varying  levels  of  care  and 
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service  for  the  elderly  and  are  State  operated.  In  Pennsylvania,  Res- 
toration Centers  are  primarily  facilities  utilized  to  help  elderly  people 
leave  State  hospitals,  receive  intensive  rehabilitation  service,  and 
move  into  the  community  to  family,  to  foster  family  care,  to  nursing 
home,  to  boarding  home,  or  intermediate  care  facility.  In  Ohio, 
congregate  care  facilities  have  been  developed  under  State  auspices 
for  the  elderly  for  similar  purposes. 

Many  State  mental  hospitals  continue  to  have  large  geriatric  popu- 
lations despite  moves  by  some  States  to  cut  off  the  flow  of  elderly 
patients  into  the  hospital  and  to  move  large  numbers  of  elderly 
patients  into  nursing  homes  and  non-State  facilities.  State  hospital 
geriatric  wards  continue  to  be  a potpourri  of  patients  whose  major 
shared  characteristic  is  their  age.  Some  patients  have  grown  old  in 
the  hospital  having  arrived  there  in  their  thirties  or  forties  as  schizo- 
phrenics, others  are  relatively  new  arrivals  entering  the  hospital  with 
chronic  brain  syndrome,  senile  dementia  or  other  aged-linked  diag- 
noses. The  degrees  of  mental  impairment  vary  considerably.  Some 
patients  are  well  within  range  of  normal  functioning  in  certain  spheres 
of  activity  while  others  can  participate  in  the  activities  of  daily  living 
only  with  maximum  guidance  and  direction.  The  State  hospital  con- 
tinues to  be  a major  resource,  albeit  far  from  satisfactory,  for  many 
elderly  patients.  Veterans  administration  facilities  and  State  homes  for 
veterans  are  for  the  most  part  intermediate  care  facilities  and  skilled 
nursing  care  facilities  operated  under  the  indicated  auspice  for  a small 
but  increasing  eligible  group.  Typically,  admission  to  these  facilities 
is  related  to  economic  need  as  well  as  to  medical  and  social  condition. 

Old  age  homes  and  homes  for  the  aged  embrace  a range  of  facili- 
ties from  extended  care  facilities  on  the  one  hand  to  virtually  inde- 
pendent residential  arrangements  on  the  other,  with  and  including 
skilled  nursing  care,  intermediate  care,  and  group  residences.  The 
term  old  age  home  or  home  for  the  aged  most  often  refers  to 
nonprofit  facilities. 

Similarly,  county  homes,  county  infirmaries,  and  units  sometimes 
called  county  hospitals,  embrace  a wide  range  of  services  and  facili- 
ties. Some  have  changed  little  from  the  days  when  Dorthea  Dix 
encountered  the  elderly,  the  crippled,  the  epileptic,  the  insane,  the 
retarded,  and  the  derelict  cast  together  in  a common  "home."  At  the 
same  time,  some  of  the  most  sophisticated  and  broad-based  services 
can  be  found  in  public  facilities  operated  by  counties. 

THE  FUTURE 

The  extent  of  Federal  executive  and  legislative  attention  given  to 
the  question  of  long-term  care  is  impressive.  Recently,  public,  gov- 
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ernmental  and  professional  interest  has  accelerated  and  intensified. 
It  is  recognized  that  the  goal  of  providing  high  quality  care  when 
needed,  where  needed,  and  in  precisely  the  right  amount,  is  still  to 
be  reached,  and  that  massive  efforts  may  be  required.  The  issues 
involved  are  discussed  in  chapter  XIV  of  this  Guide.  The  issues  tran- 
scend that  of  money  alone;  fundamental  change  is  needed  if  a 
rational  system  is  to  evolve. 
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APPENDIX  A 


"Extended  Care  Facility"  (Section  1861 — Social  Security  Act) 


An  extended  care  facility  means  an  institution  or  a distinct  part  of  an  institution 
which  has  in  effect  a transfer  agreement  with  one  or  more  hospitals  and  which 

1.  is  primarily  engaged  in  providing  to  inpatients: 

a.  skilled  nursing  care  and  related  services  for  patients  who  require  medical  or 
nursing  care  or 

b.  rehabilitation  services  for  the  rehabilitation  of  injured,  disabled,  or  sick 
persons. 

2.  has  policies  which  are  developed  with  the  advice  of  and  provision  of  review  of 
such  policies  by  a group  of  professional  personnel,  including  one  or  more 
physicians  and  one  or  more  registered  professional  nurses  to  govern  skilled 
nursing  care  and  related  or  other  services  it  provides. 

3.  has  a physician,  a registered  professional  nurse,  or  a medical  staff  responsible 
for  the  execution  of  such  policies. 

4.  a.  has  a requirement  that  the  health  care  of  every  patient  must  be  under  the 

supervision  of  a physician,  and 

b.  provides  for  having  a physician  available  to  furnish  necessary  medical  care  in 
case  of  emergency. 

5.  maintains  clinical  records  on  all  patients. 

6.  provides  24-hour  nursing  service  which  is  sufficient  to  meet  nursing  needs  in 
accordance  with  policies  developed  as  provided  above  and  has  at  least  one 
registered  professional  nurse  employed  full  time. 

7.  provides  appropriate  methods  and  procedures  for  the  dispensing  and  administer- 
ing of  drugs  and  biologicals. 

8.  has  in  effect  a utilization  review  plan  which  meets  the  requirements  of  the 
program. 

9.  where  States  require  licensing,  is  licensed  pursuant  to  or  approved  by  a licensing 
agency  as  meeting  standards  established  for  licensing  and 

10.  meets  such  other  conditions  relating  to  the  health  and  safety  of  individuals  who 
are  furnished  services  in  the  institution  or  relating  to  the  physical  facilities 
thereof  as  the  Secretary  may  find  necessary. 

The  term  excludes  institutions  primarily  for  the  care  and  treatment  of  mental  dis- 
eases or  tuberculosis.  The  Social  Security  Regulations  go  on  at  some  length  in  an 
attempt  to  distinguish  extended  care  facilities  from  hospitals.  The  regulations  read  in 
part  as  follows: 

The  underlying  program  purpose  of  the  extended  care  benefit  is  to  encourage 
the  most  effective  and  economical  utilization  of  available  medical  care  resources 
and  facilities.  Since  it  will  be  necessary  for  many  aged  patients  who  are  hospitalized 
for  intensive  treatment  of  an  acute  phase  of  illness  to  undergo  a period  of  med- 
ically supervised  convalescence  or  care  in  a facility  which  is  staffed  and  equipped 
to  provide  skilled  nursing  and  other  restorative  services,  the  extended  care  benefit 
was  provided  to  enable  physicians  to  transfer  patients  (when  the  physician  deter- 
mines that  transfer  is  medically  appropriate)  to  such  facilities  rather  than  allowing 
patients  to  continue  unnecessarily  to  occupy  high  cost  hospital  beds. 
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Accordingly,  an  extended  care  facility,  whether  it  is  a distinct  part  of  an  institu- 
tion or  a separate  institution,  is  a facility  which  provides  a level  of  care  distinguish- 
able from  the  level  of  intensive  care  ordinarily  furnished  by  a general  hospital.  . . 
While  the  conditions  call  for  a wide  range  of  specialized  medical  services  and  the 
employment  by  the  facility  in  adequate  numbers  of  a variety  of  paramedical  and 
skilled  nursing  personnel,  the  emphasis  is  on  the  provision  of  skilled  nursing  and 
related  care  rather  than  the  type  of  care  and  treatment  required  in  the  acute  phase 
of  an  illness.  Similarly,  although  the  legislative  language  concerning  rehabilitation 
services  is  the  same  with  respect  to  hospitals  and  extended  care  facilities,  the 
general  concept  of  an  extended  care  facility  is  that  of  an  intermediate  institution 
which  provides  post-hospital,  sub-acute  services.  Hence,  a rehabilitation  hospital 
would  be  equipped  and  staffed  to  diagnose  and  evaluate  the  patient's  disability 
and  to  initiate  a rehabilitation  regime.  A rehabilitation  extended  care  facility  on 
the  other  hand  would  be  staffed  and  equipped  to  continue  and  modify  such  a 
regime  during  the  patient's  convalescence. 

In  terms  of  the  place  of  social  services  the  conditions  of  participation  standards 

require  that  policies  be  established  on  the  following  matters: 

1.  Admission,  transfer  and  discharge  policies 

2.  Physician  services 

3.  Nursing  services 

4.  Dietary  services 

5.  Restorative  services 

6.  Pharmaceutical  services 

7.  Diagnostic  services 

8.  Care  of  patients  in  an  emergency  during  a communicable  disease  episode  and 
when  critically  ill  or  mentally  disturbed 

9.  Dental  services 

10.  Social  services 

11.  Patient  activities 

12.  Clinical  records 

13.  Transfer  agreements 

14.  Utilization  review 


APPENDIX  B 

"Skilled  nursing  home"  and  "skilled  nursing  home  services"  (Medic- 
aid program — Title  IX  of  the  Social  Security  Act). 


Skilled  nursing  home  services  means  those  items  and  services  furnished  by  a 
skilled  nursing  home  maintained  primarily  for  the  care  and  treatment  of  inpatients 
with  disorders  other  than  tuberculosis  or  mental  disease  which  are  provided  under 
the  direction  of  a physician  or  licensed  practitioner  of  the  healing  arts  within  the 
scope  of  his  practice  as  defined  by  State  law.  A skilled  nursing  home  is  a facility 
or  distinct  part  of  a facility  which  meets  the  following  conditions: 
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a.  The  facility  is  constructed,  equipped,  maintained,  and  operated  in  compliance 
with  all  applicable  State  and  local  laws  concerning  health  safety  and  protection 
against  the  hazards  of  fire  or  disaster 

b.  There  is  an  administrator  qualified  by  training  and  experience  for  successful 
operation  of  a nursing  home  with  the  necessary  authority  and  responsibility  for 
management  of  the  facility. 

c.  The  facility  employs  staff  sufficient  in  number  and  qualifications  to  meet  the 
requirements  of  the  patients  accepted  for  care  or  remaining  in  the  facility  for 
care. 

d.  Food  is  prepared  and  served  under  competent  direction  at  regular  and  appro- 
priate times.  Professional  consultation  is  available  to  assure  that  good  nutri- 
tional standards  and  dietary  needs  of  the  patients  are  met. 

e.  Patient  care  is  provided  in  accordance  with  written  policies  formulated  with 
the  advice  of  one  or  more  professional  registered  nurses. 

f.  Constructive  care  directed  toward  restoring  and  maintaining  each  patient  at  his 
best  possible  functional  level  is  provided  including  activities  designed  to  en- 
courage self-care  and  independence  provided  as  part  of  the  patient's  treatment 
program. 

g.  Patients  in  need  of  nursing  care  are  admitted  to  a facility  only  upon  recom- 
mendation of  a physician  of  the  need  for  the  level  of  care  provided  by  that 
facility.  The  care  of  such  patients  is  continuously  under  supervision  of  a physi- 
cian. Provisions  are  made  for  emergency  physician  services. 

h.  All  drugs  and  medications  are  prescribed,  handled,  stored,  and  administered  in 
accordance  with  accepted  professional  practice. 

i.  Individual  medical  nursing  and  related  records  are  maintained  in  accordance 
with  accepted  professional  standards. 

j.  Effective  arrangements  are  maintained  for  which  services  required  by  patient 
but  not  regularly  provided  within  the  facility  can  be  obtained  promptly  when 
needed.  This  includes  laboratory,  X-ray,  and  other  diagnostic  services  and 
regular  and  emergency  dental  care.  It  also  includes  provisions  for  recognition  of 
need  for  social  services  and  for  prompt  reporting  of  such  need  to  the  local  wel- 
fare department  or  other  appropriate  source. 

k.  The  facility  must  be  licensed  or  officially  approved  by  a State  standard  setting 
authority. 

The  same  standards  must  be  met  for  long-term  skilled  nursing  home  services  or 
inpatient  hospital  services  for  individuals  65  years  of  age  or  over  in  an  institution  for 
tuberculosis  or  mental  diseases. 


APPENDIX  C 

"Intermediate  care  facility"  (part  234.130  of  Title  45  of  the  Code  of 
Federal  Regulations) 


An  intermediate  facility  is  an  institution  or  a distinct  part  thereof  which: 

is  licensed  under  State  law  to  provide  the  residents  thereof,  on  a regular  basis, 
the  range  or  level  of  care  and  services  suitable  to  the  needs  of  individuals,  who, 
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because  of  their  physical  or  mental  limitations,  or  both,  require  living  accommo- 
dations and  care  which  can  be  made  available  to  them  only  through  institutional 
facilities,  and  who  do  not  have  such  an  illness  and  disability,  injury,  or  other 
condition  as  to  require  the  degree  of  care  and  treatment  in  a hospital  or  skilled 
nursing  home  as  those  terms  are  employed  in  the  Title  XIX  program.  The  term 
further  requires  approval  as  to  safety  and  sanitation  as  applicable  to  nursing 
homes  in  the  State  and  regularly  provides  a level  of  care  beyond  board  and 
room. 

The  range  or  level  of  care  and  services  requires  orderly  arrangements  with  refer- 
ence to  admission,  transfer,  and  discharge  of  residents  particularly  in  accordance 
with  their  needs.  The  regulations  provide  that  the  residents'  next  of  kin  and  the 
responsible  agency,  if  any,  are  consulted  in  advance  of  the  discharge  of  any  resident. 
And  case  work  services  or  other  means  are  utilized  to  assure  that  adequate  arrange- 
ments exist  for  meeting  his  needs  through  other  resources.  Further,  the  regulations 
provide  for  protection  and  personal  services  for  each  resident  of  the  facility  in  ac- 
cordance with  the  patient's  needs  and  in  accordance  with  the  policies  of  the  facility. 
There  is  required  to  be  actively  on  duty  at  all  times  a responsible  staff  member 
accessible  to  residents,  to  whom  residents  can  report  injuries,  symptoms  of  illness, 
or  emergency  and  who  is  immediately  responsible  for  assuring  appropriate  action  is 
taken.  Assistance  is  provided  as  needed  by  individual  residents  with  the  routine 
activities  of  daily  living  including  such  services  as  help  in  bathing,  dressing,  grooming, 
and  management  of  personal  affairs  such  as  shopping.  Continuous  supervision  is 
provided  for  residents  whose  mental  condition  is  such  that  their  personal  safety  re- 
quires such  supervision.  Social  services  are  required  in  language  as  follows:  Services 
to  assist  residents  in  dealing  with  social  and  related  problems  are  available  to  all 
residents  through  one  or  more  case  workers  on  the  staff  of  the  facility  and/or  in  the 
case  of  recipients  of  assistance  through  the  case  workers  on  the  staff  of  the  assistance 
agency  or  through  other  arrangements. 

Activities  are  regularly  available  to  all  residents  including  social  and  recreational 
activities  including  participation  by  the  residents,  entertainment,  and  opportunities  for 
participation  in  community  activities.  Food  service  requirements  include  at  least 
three  meals  a day  served  in  dining  areas  separate  from  sleeping  quarters  and  provi- 
sion of  special  diets.  A variety  of  health  services  are  required  although  it  is  antici- 
pated that  residents  of  an  intermediate  care  facility  would  not  require  active  health 
programming.  Space  and  furnishings  are  to  provide  each  resident  clean,  comfortable, 
and  reasonably  private  living  accommodations  with  no  more  than  four  residents 
occupying  a room  with  individual  storage  facilities  for  clothing,  personal  articles,  and 
with  lounge,  recreation,  and  dining  areas  provided  apart  from  sleeping  quarters. 
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Of  all  persons  65  and  over,  the  1970  census  shows  that  only  1 in  20 
is  in  an  institution.  Although  it  is  estimated  that  the  proportion  of  the 
population  65  and  over  will  increase  by  only  0.3  percent  in  the  next 
50  years  (Hauser  1972),  the  number  of  people  in  institutions  will 
double.  If  the  present  rate  of  institutionalization  continues,  the  prob- 
lems of  institutional  care  for  the  elderly  will  remain  a serious  concern. 

The  questions  this  chapter  is  designed  to  answer  are:  What  are  the 
characteristics  of  the  institutionalized  elderly?  Why  are  5 percent  of 
the  aged  in  institutions,  and  can  this  information  suggest  types  of 
treatment  best  suited  for  long-term  care? 

The  information  used  in  this  chapter  comes  from  many  sources; 
four  will  be  used  extensively.  Namely,  (1)  National  Center  for  Health 
Statistics,  data  from  the  1969  Resident  Institutions  Survey;  (2)  a 
nationwide  mail  survey  of  920  institutions  conducted  by  George 
Washington  University  (Grintzig  1970);  (3)  national  data  regarding 
patients  in  mental  hospitals  (NCHS  1965,  NIMH  1970,  1972);  and 
(4)  a current  study  of  Aged  Patients  and  Nursing  Home  Services  con- 
ducted by  the  Philadelphia  Geriatric  Center — an  intensive  study  of 
40  nursing  homes  in  the  greater  Detroit,  Michigan  area  (Gottesman 
and  Bourestom  1969;  Gottesman  1971). 

There  are  two  major  reasons  why  people  are  in  institutions.  First, 
they  are  likely  to  be  suffering  from  one  or  more  disabling  chronic 
conditions.  Second,  they  are  likely  to  lack  the  psychological,  social 
and/or  economic  means  for  dealing  with  their  condition  outside  an 
institution. 

In  1970,  960,501  persons  over  65  lived  in  institutions  (HUD  1971). 
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We  can  estimate  that,  of  these,  74  percent  were  in  nursing  homes 
(NCHS  1973),  12  percent  in  mental  hospitals  (NIMH  1973)  and  14  per- 
cent in  all  other  types  of  institutions.  Detailed  information  is  not  yet 
available  for  the  1970  census,  but  we  can  piece  together  some  im- 
portant facts  from  recent  years. 

In  1969,  there  were  1,511,051  beds  in  specialized  medical  hospitals 
and  nursing  care  facilities  in  the  United  States.  Of  these  beds,  62  per- 
cent were  in  nursing  care  and  related  facilities,  32  percent  in  psy- 
chiatric hospitals,  3 percent  in  geriatric  hospitals  and  3 percent  in 
tuberculosis  or  other  less  common  types  of  hospitals  (NCHS  1971). 
Most  of  these  beds  were  occupied  by  older  persons.  Eighty-nine  per- 
cent of  nursing  home  patients  (NCHS  1973)  and  28  percent  of  mental 
hospital  patients  (NIMH  1973)  and  nearly  all  residents  of  geriatric 
hospitals  are  over  65. 

PHYSICAL  AND  MENTAL  DISORDERS 

When  looking  at  the  disabling  conditions  of  institutionalized  peo- 
ple, we  find  mental  disorders  to  be  prevalent.  Not  surprisingly,  data 
reported  to  the  Biometrics  Branch  of  the  National  Institute  of  Mental 
Health  described  virtually  every  elderly  patient  in  mental  hospitals  as 
having  a serious  mental  condition  (NIMH  1972). 

About  one-third  of  these  patients  are  schizophrenic  persons  who 
have  been  in  a mental  hospital  for  most  of  their  adult  lives  (36  per- 
cent). Nearly  half  are  organically  disturbed,  either  from  arteriosclero- 
sis, senility,  or  the  effects  of  drugs,  alcohol,  or  syphilis  (45  percent). 
A few  are  mentally  retarded  (4  percent),  suffering  from  a mood  dis- 
order (7  percent),  or  have  some  less  common  mental  condition 
(8  percent).  Most  of  the  nonschizophrenic  group  are  relatively  recent 
admissions. 

The  surprising  thing  revealed  by  the  National  Survey  (NCHS  1972) 
(table  I)  is  that  more  than  half  of  the  elderly  in  nursing  and  personal 
care  homes  also  suffer  from  a mental  condition.  Thirty-four  percent 
of  those  surveyed  had  advanced  senility  and  28  percent  less  serious 
senility.  Another  17  percent  had  other  disorders,  such  as  mental  ill- 
ness or  retardation.  Fifty-seven  percent  are  reported  to  have  harden- 
ing of  the  arteries,  a prior  condition  often  blamed  for  mental 
disturbance  in  old  age. 

Many  patients  have  other  conditions,  either  alone  or  in  combina- 
tion with  mental  disorder.  The  most  common  of  these  are  heart  dis- 
ease (36  percent),  stroke  (11  percent),  or  speech  disorders  associated 
with  stroke  (14  percent) — all  disorders  of  the  circulatory  system.  Next 
most  common  are  disorders  affecting  the  skeletal  system,  namely, 
paralysis  not  due  to  stroke  (9  percent),  back  disorder  (10  percent), 
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physical  deformity  (23  percent),  and  arthritis  (33  percent).  Finally,  a 
smaller  number  of  patients  were  reported  to  have  disorders  of  the 
digestive  system,  like  diabetes  (12  percent),  and  other  digestive 
disturbances  (8  percent). 

To  summarize,  among  nursing  home  patients  one  of  the  most 
common  disabilities  is  mental  illness,  affecting  more  than  half  of  the 
patients.  The  next  is  circulatory,  affecting  between  one-third  and 
one-half.  About  one-quarter  of  nursing  home  patients  are  somewhat 
physically  handicapped  by  permanent  stiffness,  and  finally,  around 
15  percent  have  a digestive  disorder. 

The  meaning  of  these  labels  in  actual  behavior  and  behavioral 
capacity  can  be  more  clearly  understood  when  we  look  at  the  multi- 
plicity of  any  one  patient's  problems  and  judge  what  patients  are  or 
are  not  able  to  do  (table  I).  Thirty-nine  percent  of  nursing  home 
patients  have  four  or  more  conditions  from  among  the  list  just 
reported;  22  percent  have  three  conditions;  21  percent  two  condi- 
tions; 15  percent  one  condition;  and  only  3 percent  no  reported 
condition  at  all.  In  other  words,  it  is  not  true  that  nursing  home 
patients  have  disabilities;  they  have  multiple  disabilities. 

Table  I. — Proportion  of  Patients  with  Physical  and  Mental  Disorders 
and  Number  of  Conditions  in  Nursing  and  Personal  Care  Homes 

(1969) 


DIAGNOSIS  AND  NUMBER  ALL 


OF  CONDITIONS 

MALE 

FEMALE 

PERSONS 

DIAGNOSIS1 

Advanced  senility 

30 

36 

34 

Less  serious  senility 

27 

28 

28 

Other  mental  condition 

19 

15 

17 

Hardening  of  the  arteries 

53 

59 

57 

Stroke  and  related  ill  effects 

28 

23 

25 

Paralysis 

10 

8 

9 

Arthritis 

53 

59 

51 

Physical  deformity 

21 

24 

23 

Diabetes 

11 

12 

12 

Back  disorder 

8 

11 

10 

Digestive  disorder 

8 

8 

8 

All  others 

34 

28 

30 

NUMBER  OF  CONDITIONS 

No  condition 

3 

1 

3 

One  condition 

16 

14 

15 

Two  conditions 

22 

21 

21 

Three  conditions 

21 

22 

22 

Four  or  more 

37 

40 

39 

1.  Entries  do  not  add  to  100  percent  due  to  multiple  entries. 
Source  (NCHS  1972) 
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As  the  National  Survey  did  not  ask  directly  whether  patients  were 
confused,  for  purposes  of  comparison  we  will  use  the  category 
"advanced  senility"  as  an  estimate  of  confusion  among  nursing  home 
patients.  The  study  figure  is  34  percent.  Compared  to  this  in  the 
George  Washington  University  study  of  920  nursing  homes,  21  per- 
cent of  nursing  home  patients  were  reported  as  unaware  of  their 
surroundings  all  or  most  of  the  time  (Grintzig  1970).  More  specific 
information  on  the  confusion  of  nursing  home  patients  comes  from 
a representative  group  of  1,144  patients  carefully  selected  to  repre- 
sent patients  in  the  greater  Detroit,  Michigan,  area  who  were  tested 
directly.  When  asked  a series  of  seven  questions  about  who  they 
were,  where  they  were,  and  events  of  the  recent  or  distant  past, 
50  percent  were  well  oriented,  25  percent  oriented,  and  25  percent 
confused  (Gottesman  1971).  Based  on  these  three  kinds  of  informa- 
tion, we  can  be  fairly  sure  that  roughly  one-third  to  one-fourth  of 
nursing  home  patients  are  likely  to  be  confused  most  of  the  time. 
Nearly  two-thirds  of  the  patients  are  alert  or  confused  only 
occasionally. 

Disturbances  of  the  circulatory  system  and  physical  infirmities  are 
the  next  most  common  diagnoses.  These  are  most  likely  to  affect 
ambulation  and  self-care.  The  National  Survey  reported  42  percent 
of  nursing  home  patients  as  using  one  aid  for  ambulation,  and  36  per- 
cent as  needing  two  or  more  aids.  Only  22  percent  of  patients  were 
reported  able  to  walk  without  assistance.  Wheelchairs  are  the  most 
common  aid;  31  percent  of  patients  were  reported  using  them,  while 
only  12  percent  used  walkers,  and  a very  few  used  crutches  or  braces. 
These  figures  suggest  considerable  disability,  but  there  is  also  evi- 
dence that  nursing  home  patients  have  remaining  skills.  For  example, 
Grintzig  (1970)  reported  that  80  percent  of  patients  in  his  920  home 
study  walked  unassisted  at  least  some  of  the  time.  In  the  Detroit 
study  (Gottesman  1971)  60  percent  of  patients  were  reported  as  am- 
bulatory without  help. 

The  two-sided  nature  of  the  nursing  home  patient,  as  disabled  but 
not  beyond  doing  things  for  himself  or  with  help,  is  seen  in  other 
ways.  The  National  Survey  (NCHS  1972)  asked  homes  to  indicate 
which  of  21  basic  care  and  nursing  services  each  patient  received. 
It  found  that  73  percent  received  four  or  more  services;  15  percent 
two  or  three,  and  11  percent  only  one  (table  II). 

While  details  of  that  study  are  not  available  to  show  which  specific 
services  were  used,  we  can  estimate  from  the  920  home  study 
(Grintzig  1970)  that  only  5 to  15  percent  of  nursing  home  patients 
are  extremely  disabled  by  deafness,  blindness,  or  serious  illness.  Even 
though  the  large  proportion  are  not  seriously  disabled,  about  half 
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Table  II. — Proportion  of  Patient  Use  of  Basic/Nursing  Services  and 
Physical  Aids  for  Ambulation  in  Nursing  and  Personal  Care  Homes 

(1969) 


NUMBER  OF  BASIC/NURSING  (PERCENTAGE  OF  DISTRIBUTION) 


SERVICES1  AND  USE  OF  AIDS2 

MALE 

FEMALE 

ALL 

NUMBER  OF  SERVICES 

One  service 

13 

10 

11 

Two  services 

6 

6 

6 

Three  services 

10 

9 

9 

Four  or  more 

70 

75 

73 

NUMBER  OF  AIDS  USED 

No  aid 

28 

20 

22 

One  aid 

41 

42 

42 

Two  aids 

25 

30 

28 

Three  aids 

5 

7 

7 

Four  or  more 

1 

1 

1 

1 Basic/nursing  services  include  such  things  as  help  with  dressing,  bathing,  eating, 
massage,  medications,  diet,  sterile  dressings,  vital  signs,  injections,  etc. 

2 Aids  include  walkers,  crutches,  braces,  wheelchair,  etc. 


are  reported  to  get  help  with  activities  of  daily  living.  According  to 
the  Detroit  study,  nearly  25  percent  of  nursing  home  patients  are 
independent  in  basic  activities;  55  percent  need  some  help;  about 
20  percent  of  the  patients  surveyed  need  extensive  help  in  activities 
of  daily  living  (Gottesman  1971). 

Both  the  920-home  study  and  Detroit  area  study  found  roughly 
one-fourth  of  the  patients  incontinent. 

Little  has  been  said  here  until  now  about  the  needs  of  the  older 
people  in  State  and  county  mental  hospitals.  Another  National  Survey 
(NCHS  1965)  found  them  to  have  many  characteristics  which  were 
similar  to  those  of  patients  in  nursing  homes. 

Eight  out  of  10  mental  patients  were  ambulatory,  out  of  bed,  and 
continent.  Even  more  were  neither  deaf  nor  blind.  As  in  nursing 


Table  III. — Proportion  of  Patients  in  Need  of  Assistance  by  Type  of 
Daily  Activity  in  the  Detroit  Area  Study 


ACTIVITY 

PERCENT  OF  PATIENTS 

Bathing 

58 

Dressing 

54 

Toileting 

44 

Transfer 

38 

Eating 

13 

Source:  (Gottesman  1971) 
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Table  IV. — Comparison  of  Physical  and  Mental  Status  of  Patients  in 
Mental  Hospitals  and  Long-Term  Care  Facilities 


DISABILITIES 

MENTAL 
HOSPITALS  1 
1963 

LONG-TERM 
CARE  FACILITIES 
1967 

Ambulatory 

80 

60 

Incontinent 

21 

19 

Hearing 

11 

15 

Vision 

9 

6 

Confused  all  or  most  of  the  time 

22 

22 

1 NCHS,  1965. 

homes,  about  one-quarter  of  mental  hospital  patients  were  confused 
most  of  the  time,  and  about  another  one-third  were  sometimes 
confused. 

LENGTH  OF  STAY 

Considering  the  chronic  nature  of  both  the  mental  hospital  and 
nursing  home  patients'  conditions,  it  should  not  be  surprising  that 
they  remain  hospitalized  for  long  periods  of  time.  The  1969  National 
Study  (NCHS  1973)  found  only  12  percent  of  nursing  home  patients 
had  been  institutionalized  for  6 months  or  less;  18  percent  between 
6 and  12  months,  and  23  percent  between  1 and  2 years.  The  remain- 
ing 46  percent  of  nursing  home  patients  had  been  institutionalized 
for  more  than  2 years.  The  median  stay  in  nursing  homes  was  about 
2 years. 

Mental  hospitals  serve  two  groups  of  older  patients  (NIMH  1970). 
The  first  has  been  resident  for  many  years  as  a result  of  hospitalization 
for  schizophrenia  in  middle  age  and  has  grown  old  in  the  hospital. 
The  47  percent  of  mental  hospital  patients  (table  V)  who  have  been 
resident  for  10  or  more  years  make  up  most  of  this  group.  A second 
large  group  of  elderly  mental  patients  has  been  hospitalized  for  a 
much  shorter  period  of  time.  These  patients  typically  have  a diagnosis 
of  some  organic  mental  disorder,  and  are  part  of  the  17  percent  of 
mental  patients  resident  for  less  than  1 year,  and  the  24  percent 
resident  for  1 to  4 years. 

Recently,  there  has  been  a concerted  effort  to  use  the  nursing  home 
instead  of  the  mental  hospital  as  a place  for  both  chronic  mentally 
ill  older  persons  and  those  who  have  recently  become  disturbed. 
Many  patients  are  admitted  directly  to  nursing  homes,  and  many 
other  older  patients  have  been  released  from  mental  hospitals  and 
put  into  nursing  homes  instead.  As  a result,  the  rate  of  admission  to 
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Table  V. — Comparison  of  Length  of  Stay  of  Patients  in 
Mental  Hospitals  and  Nursing/Personal  Care  Homes 
(percentage  distribution) 


LENGTH  OF  STAY 

NURSING  HOMES 
1969  1 

MENTAL  HOSPITALS 
1968 2- 3 

Less  than  1 year 

30 

17 

1-5  years 

55 

24** 

5-10  years 

12 

12*** 

10+  years 

3 

47 

Median 

2 years 

5-9  years 

Source:  1 NCHS,  1973 
2 NIMH,  1970 
4 Residents  65+ 

CT,  DE,  DC,  MD;  **  1 to  4 years; 

***  5 to  9 years. 

and  residence  in  mental  hospitals  of  people  65  and  over  has  been 
steadily  dropping  in  the  last  15  years,  while  the  rate  of  admission  to 
and  residence  in  nursing  homes  has  been  on  the  increase  (Kramer, 
Taube,  and  Redich  1973;  Gottesman,  Quarterman,  and  Cohen  1973). 
In  effect,  as  shown  by  the  information  we  have  presented,  the  nurs- 
ing home  has  taken  up  a large  portion  of  the  patient  group  which 
used  to  be  served  by  the  mental  hospital.  The  nursing  home  has 
become  the  most  common  form  of  institutional  care  for  the  elderly. 

SOCIAL  AND  ECONOMIC  CHARACTERISTICS 

The  group  of  elderly  patients  in  mental  hospitals  and  in  nursing 
homes  differs  from  old  people  in  general  in  several  ways.  They  are 
likely  to  be  older,  to  be  women,  to  be  white,  and  to  be  unmarried 
or  widowed.  Looking  at  these  traits  and  the  more  common  diagnoses, 
we  suspect  that  many  elderly  patients  in  long-term  care  settings  are 
people  who  lack  stable  community  resources  to  take  care  of  them 
and  whose  disabilities  require  a considerable  amount  of  attention. 

AGE 

Advanced  age  increases  one's  chance  of  entering  an  institution  for 
two  reasons.  As  one  grows  older,  the  likelihood  of  chronic  illness — 
either  physical  or  mental — increases.  So  also  does  one's  likelihood  of 
being  alone.  In  fact,  older  people  are  overrepresented  by  far  in  both 
nursing  homes  and  mental  hospitals.  In  1970,  10  percent  of  203  mil- 
lion Americans  were  65  or  over.  At  that  same  time,  88  percent  of 
nursing  home  residents,  and  30  percent  of  patients  in  public  mental 
hospitals  were  65  and  over.  This  disproportionate  representation  of 
older  people  is  even  more  striking  at  more  advanced  ages. 
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Table  VI. — Comparison  of  General  Population  With  Persons  in 
Nursing/Personal  Care  Homes  and  Mental  Hospitals  By  Age 
(percentage  distribution) 


GENERAL 

NURSING 

MENTAL 

POPULATION 

HOME2 

HOSPITALS 3 4 

AGE 

(1970) 

(1969) 

(1970) 

Under  65  years 

90 

12 

71 

65  and  over 

10 

88 

29 

65-74  years 

6 

16 

16 

75-84 

3 

39 

13 

85  and  over 

1 

32 

13 

Total  persons  (in  thousands) 

203,212 

811 

390 

Source:  1USDHUD,1971 

2 NCHS,  1973 

3 NIMH,  1972, 1973 

4 Includes  public,  private,  and  VA  hospitals 


One  out  of  100  people  in  the  total  population  is  over  85  years  old, 
but  one-third  of  nursing  home  patients  and  about  one-seventh  of 
mental  patients  are  that  age.  There  is  an  important  lesson  in  these 
figures  for  people  who  work  in  institutions.  If  5 percent  of  those  over 
65  are  in  institutions,  then  95  percent  are  not.  Our  rough  calculations 
show  that  even  among  the  very  old — over  85 — nearly  1,200,000  are 
not  in  an  institution. 

SEX 

Women  represent  a somewhat  larger  proportion  of  elderly  mental 
patients  than  they  do  of  the  elderly  in  the  general  population.  Women 
are  an  even  larger  proportion  of  the  nursing  home  population  at 
every  age.  Since  at  every  age  women  have  a longer  life  expectancy 
than  men,  they  have  a greater  chance  of  being  ill  and  alone. 

Men  in  nursing  homes  are,  on  the  average,  somewhat  younger  than 
women.  They  are  less  likely  to  be  widowed  than  female  patients,  but 
somewhat  more  likely  to  be  divorced  or  never  married.  In  general, 
men  are  somewhat  more  likely  than  women  to  enter  a nursing  home 
for  functional  mental  illness,  stroke  or  paralysis.  Because  they  are 
younger,  they  are  somewhat  less  likely  than  women  patients  to  have 
advanced  senility,  arteriosclerosis,  arthritis,  or  physical  deformity 
(table  I).  In  general,  male  nursing  home  patients  have  fewer  dis- 
abling conditions  than  females,  but  the  differences  are  small.  Men 
also  receive  somewhat  fewer  services  than  women,  and  use  fewer 
ambulation  aids. 


VII.— Comparison  of  General  Population  With  Persons  Resident  Long-Term  Care  Facilities 
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We  have  no  information  on  how  men  and  women  patients  com- 
pare on  length  of  stay,  but  since  men  enter  somewhat  younger,  and 
yet  have  a shorter  life  expectancy  than  women,  we  would  guess  that 
men  and  women  nursing  home  patients  stay  similar  lengths  of  time. 

MARITAL  STATUS 

The  argument  we  are  developing  is  that  one  is  more  likely  to  be 
in  an  institution  if  one  does  not  have  a family  which  can  provide  care. 
Age  provides  very  strong  evidence  for  this  when  the  marital  status 
of  nursing  home  and  mental  hospital  patients  is  compared  to  that  of 
the  general  population.  At  every  age,  single  people  are  much  more 
likely  to  be  institutionalized  than  others  their  age.  Divorced  and 
separated  people  are  also  more  vulnerable,  and  even  the  widowed 
are  somewhat  more  likely  to  enter  a mental  hospital  or  nursing  home. 
On  the  other  hand,  people  who  have  intact  marriages  are,  at  every 
age,  much  less  likely  to  become  institutionalized  persons. 

We  have  already  suggested  that  a reason  for  these  differences  is  the 
absence  for  unmarried  or  widowed  persons  of  anyone  to  care  for 
them  if  they  become  ill.  Similarly,  lack  of  family  tolerance  and  pro- 
tection may  mean  the  mentally  unstable  single  person  has  more 
likelihood  of  being  placed  in  a mental  hospital  if  young;  a nursing 
home,  if  older. 

RACE 

National  figures  report  that,  for  the  Nation  as  a whole,  blacks  repre- 
sent 11  percent  of  the  population  in  all  ages,  but  constitute  only 
4 percent  of  the  nursing  home  population.  Not  knowing  the  avail- 
ability of  nursing  homes  by  areas  throughout  the  United  States,  these 
figures  are  difficult  to  interpret.  However,  the  authors'  study,  a repre- 
sentative sample  of  Detroit  area  nursing  homes,  does  expand  our 
understanding  of  the  black  nursing  home  patient.  The  findings  of  this 
study  (reported  here  for  the  first  time)  indicate  that  in  the  Detroit 
area,  where  facilities  are  available,  blacks  tend  to  make  use  of  nursing 
home  care  in  the  same  proportion  as  they  are  represented  in  the 
general  population.  The  Michigan  Department  of  Health  reports  for 
1970  that  blacks  constitute  18  percent  of  the  population  in  the  greater 
Detroit  SMSA  area  and  our  study  of  nursing  homes  in  this  area 
reports  15  percent  of  residents  are  black.  Table  VIII  gives  the  break- 
down by  county  and  shows  a rather  even  proportion  of  blacks  in  the 
general  population  and  in  the  nursing  home  population. 

Preliminary  data  from  the  same  study  derived  from  questionnaires 
concerning  273  patients  in  13  homes  found  that  homes  in  the  Detroit 
area  could  be  classified  into  those  which  had  virtually  no  black  resi- 
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Table  VIII. — Comparison  of  Racial  Composition  of  Residents  in 
Detroit  Area  Nursing  Home  Study  and  The  General  Population 
of  Detroit  SMSA  Area — 1970 


NURSING  HOME  STUDY 

GENERAL  POPULATION  POPULATION 

DETROIT  SMSA— 1970  DETROIT  SMSA— 1970 


COUNTY 

WHITE 

BLACK 

OTHER 

WHITE 

BLACK 

OTHER 

Oakland 

96 

3 

1 

97 

3 

0 

Wayne  (includes 
City  of  Detroit) 

72 

27 

1 

77 

23 

0 

Macomb 

98 

1 

1 

100 

0 

0 

All  Counties 

81 

18 

1 

85 

15 

0 

Source:  Michigan  Department  of  Health  Statistics,  1970;  Gottesman,  New  data 


dents  and  those  with  half  or  more  of  their  residents  black.  When  the 
patient  populations  of  these  homes  were  compared,  the  Detroit  study 
concurred  with  the  National  Survey  in  showing  homes  with  black 
patients  to  have,  on  the  average,  younger  patients  and  a higher 
proportion  of  men. 

There  were  no  significant  differences  in  either  the  proportion  of 
confused  patients  or  of  those  who  were  unable  to  care  for  themselves 
in  the  two  types  of  homes.  There  were,  however,  differences  in  social 
characteristics  between  residents  in  black  and  white  homes.  Those  in 
black  homes  were  less  likely  to  have  a child  in  the  community,  less 
likely  to  have  had  a recent  visitor,  and  more  likely  to  have  come  from 
a hospital  rather  than  private  residence  or  other  nursing  home. 

ECONOMIC  RESOURCES 

Beyond  the  facts  that  institutionalized  aged  persons  are  likely  to  be 
old,  to  be  women,  and  to  be  white,  it  is  also  important  to  remember 
that  they  are  poor.  Little  direct  evidence  is  available  about  the  former 
social  class  of  nursing  home  patients,  but  evidence  of  their  poverty 
is  suggested  by  several  factors.  First,  it  is  general  knowledge  that  the 
elderly  live  on  fixed  incomes.  What  savings  they  may  have  acquired 
over  a life  span  are  likely  to  have  been  diminished  by  inflation.  When 
illness  occurs,  high  medical  costs  rapidly  erode  their  financial  re- 
sources. Finally,  when  placement  in  a nursing  home  is  required,  the 
cost  of  long-term  care  is  apt  to  be  prohibitive.  Consequently,  accord- 
ing to  national  figures,  at  least  half  of  the  residents  in  nursing  and 
personal  care  homes  are  supported  by  Medicaid  or  some  form  of 
public  assistance  (NCHS  1973). 

Whereas  the  data  described  above  give  the  picture  on  the  national 
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Table  IX. — Primary  Source  of  Payment  in  Nursing  and 
Personal  Care  Homes  (1969) 


AGE  AND 
SEX 

OWN 

INCOME 

MEDICARE 

MED.  & OTHER 
PUBLIC  ASSIST. 

ALL 

OTHERS 

SEX 

Male 

36 

3 

47 

14 

Female 

38 

3 

47 

12 

AGE 

Under  65  yrs. 

23 

1 

60 

16 

65-74 

32 

3 

50 

15 

75-84 

42 

4 

41 

13 

85+ 

39 

3 

48 

10 

MALE  & FEMALE 

ALL  AGES 

37 

3 

47 

13 

Source:  NCHS,  1973 

level,  data  from  the  Detroit  area  study  portray  a more  extreme  pic- 
ture. In  this  study,  figures  show  79  percent  of  residents  in  nursing 
homes  having  Medicaid  or  other  public  assistance  as  their  source  of 
funding.  Three  percent  are  funded  by  Medicare,  and  only  18  percent 
pay  by  their  own  income. 

THE  PATIENT  UNDER  SIXTY-FIVE 

While  institutions  for  the  elderly  generally  have  a disproportionate 
number  of  patients  who  are  old,  female,  and  white,  they  also  have 
some  younger  patients,  some  men,  and  some  patients  who  are  black. 
From  the  discussion  that  has  preceded  this,  we  can  summarize  that 
younger  nursing  home  patients  are  even  more  likely  to  be  unmarried 
and  to  be  men,  and  to  be  of  even  more  marginal  social  status  than  the 
old.  It  is  not  surprising  that  they  are  much  less  likely  to  be  paying 
for  their  own  care  than  older  patients.  Less  than  25  percent  of  the 
young  institutionalized  patients  in  nursing  homes  are  self-supporting. 
Since  many  also  do  not  qualify  for  Medicare,  a disproportionate 
amount  of  their  support  comes  from  some  other  form  of  public 
assistance  (NCHS  1973)  (table  X). 

The  disorders  of  young  nursing  home  patients  are  different  from 
those  of  the  old  in  two  ways.  Far  more  of  the  young  than  old  are 
reported  to  have  a mental  condition  other  than  senility,  and  far  fewer 
have  a heart  condition.  According  to  the  national  study,  young  nurs- 
ing home  patients  have  fewer  chronic  conditions  than  the  old.  On 
the  average,  young  patients  have  just  over  one  condition,  as  com- 
pared to  older  patients'  more  than  three  conditions.  Younger  patients 
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Table  X. — Comparison  of  Young  and  Old  Patients  in 
Nursing/Personal  Care  Homes  By  Number  of  Conditions 
and  Number  of  Basic  and  Nursing  Services  (1969) 


PERCENT  OF 

PATIENTS 

DIAGNOSIS  AND  NUMBER  OF 
CONDITIONS  AND  SERVICES 

UNDER 

65 

65  AND 
OVER 

TOTAL 

GROUP 

DIAGNOSIS1 

Advanced  senility 

8 

38 

34 

Less  serious  senility 

9 

30 

28 

Other  mental  condition 

52 

12 

17 

Hardening  of  arteries 

18 

57 

57 

Speech  defect  due  to  stroke 

14 

14 

14 

Other  effects  of  stroke 

8 

11 

11 

Heart  trouble 

12 

39 

36 

Paralysis  not  due  to  stroke 

17 

8 

9 

Arthritis 

13 

36 

33 

Diabetes 

10 

12 

12 

Chronic  back  trouble 

9 

10 

10 

Deformity 

25 

22 

23 

Chronic  digestive  system 

6 

8 

8 

All  others 

34 

29 

30 

NUMBER  OF  CONDITIONS 

No  conditions 

3 

3 

3 

Two  conditions 

26 

21 

21 

Three  conditions 

19 

22 

22 

Four  or  more 

19 

42 

39 

NUMBER  OF  SERVICES 

One  service 

20 

10 

11 

Two  services 

8 

6 

6 

Three  services 

11 

9 

9 

Four  or  more 

61 

75 

73 

3 Entries  under  Diagnosis  do  not  add  to  100  percent  due  to  multiple  entries. 
Source:  National  Center  for  Health  Statistics,  (1972). 

are  also  reported  to  receive  somewhat,  but  not  dramatically  fewer, 
services  than  the  old. 

A recent  study  of  VA  patients  adds  to  our  understanding  of  younger 
nursing  home  patients  (Greenwald,  S.R.  and  Linn,  M.  1971).  Compar- 
ing groups  of  young  and  older  patients,  the  authors  found  younger 
nursing  home  patients  to  suffer  less  than  the  older  ones  from  heart 
disease  and  more  from  alcoholism.  Exploring  further,  that  study  found 
that  younger  patients  were  also  more  likely  to  have  cirrhosis  of  the 
liver,  a disease  associated  with  alcoholism,  or  a primary  diagnosis  of 
paraplegia,  multiple  sclerosis,  transverse  myelitis  or  lung  cancer.  No 
older  patient  had  these  diseases.  These  findings  agree  with  the  earlier 
cited  fact  that  nursing  home  patients  under  65  in  the  United  States 
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generally  are  most  likely  to  be  admitted  with  paralysis  or  nonorganic 
mental  disturbance. 

Despite  differences  in  disorders  in  the  young  and  old  patient 
groups,  national  data  discovered  no  differences  in  length  of  stay. 
About  70  percent  of  each  group  had  been  hospitalized  for  1 year 
or  more. 


TYPES  OF  NURSING  HOMES 

Just  as  there  are  substantial  differences  among  the  young,  the  black, 
and  the  male  and  female  elderly  residents  in  long-term  care  institu- 
tions, so  are  there  differences  among  types  of  settings.  The  informa- 
tion already  presented  has  shown  that  many  nursing  homes  have  very 
few  or  no  black  residents,  while  some  have  half  or  more  black  resi- 
dents. Nursing  homes  are  more  commonly  classified  according  to  size 
and  ownership.  The  particular  interest  is  in  whether  better  treatment 
is  possible  under  government  or  non-profit,  rather  than  private  aus- 
pices, and  also  whether  large  nursing  homes,  which  by  their  nature 
may  concentrate  many  resources,  give  better  treatment  than  smaller 
homes. 

In  1969  there  were  23,340  specialized  health  care  facilities.  Among 
those  facilities  81  percent  were  nursing  and  personal  care  homes, 
2 percent  psychiatric  facilities  and  17  percent  of  other  types.  The 
18,910  nursing  care  homes  were  comprised  of  61  percent  which  give 
nursing  care  primarily,  19  percent  which  give  both  nursing  and  per- 
sonal care,  20  percent  personal  care  only  and  less  than  1 percent 
which  give  domiciliary  care  only.  Among  all  facilities  most  (77  per- 
cent) were  proprietary  and  much  smaller  numbers  Government 
owned  (7  percent)  or  nonprofit  (16  percent)  (NCHS  1971). 

Small  homes  (1-25  beds)  represented  39  percent  of  total  institu- 
tions; medium  size  homes  (16-99  beds)  48  percent  of  institutions;  and 
large  homes  (100  beds  or  more)  represented  12  percent  of  institutions. 

From  the  George  Washington  University  study  (Grintzig  1970),  we 
find  patients  in  different  kinds  of  settings  tend  to  have  different 
characteristics.  This  is  borne  out  by  the  fact  that  more  proprietary 
home  residents  were  admitted  from  the  hospital  (35  percent),  than 
those  in  either  government  (25  percent)  or  voluntary  homes  (17  per- 
merit).  Conversely,  considerably  more  voluntary  home  residents  came 
from  their  own  homes  (78  percent)  than  residents  of  either  govern- 
mental (63  percent)  or  proprietary  settings  (50  percent).  The  influence 
of  changing  governmental  policy  may  be  seen,  however,  in  the  fact 
that  today  when  Medicare  is  available  for  hospital  expenses,  a study 
in  Detroit  found  only  29  percent  of  patients  being  admitted  from 
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home  (to  all  types  of  settings)  and  50  percent  from  hospitals 
(Gottesman  1971). 

Death  was  the  most  common  reason  for  "discharge"  in  more  than 
half  of  the  nursing  homes  of  each  type  of  auspice  studied.  Two  other 
less  common  reasons  for  release  were  return  to  home  (18  percent  of 
institutions)  and  admission  to  a general  hospital  (15  percent).  Only 
a few  institutions  sent  the  bulk  of  their  residents  to  other  institutions. 

Differences  among  types  of  ownership  in  patient  disposition  were 
not  large,  although  proprietary  homes  were  least  likely  to  send  resi- 
dents to  another  institution  and  somewhat  more  likely  to  send  them 
to  homes.  Despite  these  differences,  the  compelling  image  is  that 
most  institutions  are  places  where  patients  stay  until  they  die. 

Different  types  of  settings  seem  to  serve  different  types  of  residents, 
as  can  be  seen  in  table  XI. 

There  were  no  large  differences  in  proportion  of  deaf  or  blind 
or  seriously  ill  people,  but  all  three  conditions  were  relatively 
uncommon:  deaf  (15  percent);  blind  (6  percent);  and  serious  illness 
(11  percent). 

Size  of  home  appeared  to  bear  relatively  little  relationship  to  the 
types  of  people  served,  with  one  exception.  The  small  nursing  home 
with  fewer  than  30  beds  appeared  in  a number  of  ways  to  be  a more 
personal  care  than  a nursing  home.  Small  homes,  as  a group,  received 
more  residents  from  their  own  homes,  were  more  likely  not  to  have 
discharged  any  patients,  and  had  fewer  very  sick  patients.  In  these 
small  homes  there  were  fewer  non-ambulatory,  blind,  incontinent, 
confused,  and  fewer  seriously  ill  patients  than  in  any  other  size  home. 

The  information  we  have  suggests  that  voluntary  homes  and  small 
(usually  proprietary)  nursing  homes  share  the  care  of  the  long-term 
less  sick  patient.  Both  governmental  and  larger  proprietary  homes  also 


Table  XI. — Comparison  of  Types  of  Long-Term  Care  Facilities  By 
Resident  Characteristics  (percent  of  total  group;  1967) 


RESIDENT 

CHARACTERISTICS 

TYPE  OF  INSTITUTION 

VOLUNTARY 

PRO- 

PRIETARY 

GOVERN- 

MENTAL 

CHURCH 

OTHER 

Seen  by  a physician  in 

the  last  30  days 

56 

66 

72 

73 

Bedfast 

11 

10 

14 

16 

Non-Ambulatory 

17 

13 

20 

26 

Incontinent 

13 

11 

20 

20 

Confused 

16 

14 

22 

22 

Source:  Grintzig,  1970. 
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have  primarily  long-term  residents,  but  have  a larger  number  of 
residents  in  need  of  more  care. 

Further  research  is  needed  to  answer  our  original  question,  whether 
differences  in  ownership  and  size  result  in  differences  in  the  quality 
of  care  or  the  quality  of  services. 

IMPLICATIONS  FOR  TREATMENT 

The  preceding  sections  of  this  chapter  are  like  the  diagnostic  staff 
meetings  in  many  institutions  which  spend  long  hours  arriving  at  a 
patient's  history  and  differential  diagnosis.  All  too  frequently,  the  part 
of  the  meeting  which  prescribes  treatment  is  too  short  and  does  little 
more  than  assign  the  patient  to  a ward  for  "continued  care."  In  fact, 
there  is  little  treatment  given  and  the  patient  only  sits  and  waits.  It 
is  hoped  that  the  information  supplied  in  this  manual  will  help  to 
ensure  that  this  will  not  happen,  and  that  instead,  active  treatment  of 
aged  patients  will  be  pursued. 

The  treatments  or  non-treatments  that  we  have  used  till  now  for 
the  institutionalized  elderly  have  obviously  failed.  Summarizing  30 
years  of  research  in  the  following  depressing  profile  of  older  people 
in  institutions,  Lieberman  (1969)  reports: 

They  share  the  following  characteristics:  poor  adjustment, 
depression  and  unhappiness,  intellectual  ineffectiveness  be- 
cause of  increased  rigidity  and  low  energy  (but  not  neces- 
sarily intellectual  incompetence),  negative  self-image,  feel- 
ings of  personal  insignificance  and  impotency,  and  a view 
of  self  as  old.  Residents  tend  to  be  docile,  submissive,  show 
a low  range  of  interests  and  activities,  and  to  live  in  the 
past  rather  than  the  future.  They  are  withdrawn  and  un- 
responsive in  relationship  to  others.  There  is  some  sugges- 
tion that  they  have  increased  anxiety,  which  at  times  focuses 
on  feelings  of  death.  (There  are)  marked  increases  in  mor- 
tality rates  for  aged  persons  entering  mental  hospitals  and 
homes  for  the  aged. 

Whether  these  characteristics  are  caused  by  current  institutional  treat- 
ments or  are  pre-existing  characteristics  that  may  have  contributed  to 
the  original  need  for  institutionalization  is  not  yet  clearly  established. 
Whatever  the  cause,  data  we  have  summarized  here  suggest  a basis 
for  treatment.  We  have  found  that  older  institutionalized  residents 
are  likely  to  be  mentally  disturbed,  to  have  multiple  physical  illnesses 
and  disabilities,  and  to  be  in  institutions  for  long  periods  of  time. 
Coexisting  with  their  disabilities,  institutionalized  people  are  likely  to 
have  many  physical  abilities  and  social  relationships.  There  is  signifi- 
cant evidence  that  elderly  institutional  residents  can  improve  both 
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their  social  and  physical  function.  Major  types  of  treatment  are 
summarized  in  chapter  XIII  of  this  Guide. 

The  evidence  reviewed  reminds  us  that  nursing  home  patients  fre- 
quently have  chronic  illnesses  which  need  traditional  nursing  care. 
This  need  for  nursing  care  is  most  pronounced  in  the  one-third  of 
nursing  home  patients  who  enter  for  relatively  short  periods  of  time 
because  of  severe,  often  terminal,  illnesses.  While  the  final  days  of 
life  are  still  frequently  left  to  the  acute  hospital,  the  nursing  home 
often  plays  the  role  of  caring  for  the  older  person  during  the  few 
months  after  the  family  has  reached  its  limits  in  caring  for  the  patient 
but  before  the  final  days  arrive.  This  type  of  short-stay  patient 
comprises  no  more  than  15  to  30  percent  of  the  total  institutionalized 
group. 

Available  information  indicates  that  the  socially  alone  patient  may 
also  be  unable  to  form  relationships.  This  inability  may  have  con- 
tributed to  his  earlier  isolation  and  may  now  be  at  the  base  of  his 
need  for  institutional  care.  If  we  think  of  the  bulk  of  long-term  nurs- 
ing home  residents  as  psychologically  and  socially  needy  then  we 
begin  to  see  that  much  attention  should  be  paid  to  providing  psycho- 
logical supports  and  fostering  ego  growth.  The  tools  which  are  most 
effective  in  dealing  with  these  needs  are  the  relationships  between 
the  institutional  staff  and  the  residents  and  among  the  residents  them- 
selves. Other  sections  of  this  Guide  discuss  these  relationships  in 
detail.  We  make  a point  of  noting  however,  that  rather  than  being 
incidental,  what  each  employee  says  and  does  with  or  to  each 
resident  is  part  of  the  psychological  therapy  of  the  setting. 

Another  aspect  of  the  therapy,  both  physical  and  psychological,  is 
the  structure  or  support  offered  by  the  physical  characteristics  of  the 
setting  and  by  its  routines.  A climate  which  makes  the  patient  an 
object  for  an  occasional  procedure  like  a dressing  or  a pill  and  which 
expects  him  to  simply  wait  around  between  procedures  encourages 
dependency  and  cuts  him  off  from  reality  in  a way  that  increases  his 
disturbance.  If,  instead,  the  staff  views  the  resident  as  part  of  the 
treatment  team  and  joins  with  him  in  aiming  at  a shared  goal  of 
making  him  better  or  keeping  him  from  becoming  worse,  then  the 
resident's  fears  are  likely  to  be  reduced  and  his  mental  health  fostered. 

The  social  isolation  of  the  institutionalized  person  points  to  addi- 
tional possibilities  for  treatment.  We  have  established  that  a social 
trait  which  clearly  differentiates  the  nursing  home  resident  is  lack  of 
family.  Yet  many  nursing  home  residents  do  have  interested  relatives 
who  come  to  visit  them.  Efforts  should  be  made  to  build  these  rela- 
tives into  the  treatment  in  the  institution.  If  the  relatives  now  spend 
time  in  the  institution  with  people  they  care  about,  the  staff  can  and 
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should  include  them  in  treatment  planning  and  execution.  For  those 
residents  who  lack  family,  the  formation  of  small  groups  of  six  to 
nine  residents  and  employees  who  share  space,  time  and  responsi- 
bilities with  each  other  would  provide  a kind  of  substitute  family. 
These  "families"  are  very  fragile  because  they  are  time  limited  due 
to  patient  deaths  and  to  employee  turnover.  However,  they  should 
be  adequately  explored. 

One  final  set  of  needs  is  less  a mark  of  sickness  than  of  health.  The 
bulk  of  nursing  home  patients  stay  a long  time,  have  chronic  physical 
illness  and  psychological  dependencies,  but  also  have  a need  to  con- 
tinue living  a life  for  the  rest  of  their  lives.  This  group  has  many 
capabilities  in  the  mundane  skills  of  life.  They  are  mostly  ambulatory, 
in  touch  with  their  world,  able  to  eat,  to  dress,  and  to  care  for  them- 
selves. Yet  the  nursing  home  is  not  organized  to  offer  residents 
opportunities  to  keep  house,  to  care  for  their  own  clothes,  to  prepare 
some  of  their  own  foods,  or  to  engage  in  any  of  the  jobs  which,  while 
unexacting,  make  up  the  life  of  most  people. 

Instead  of  viewing  the  job  of  the  nursing  home  as  one  of  taking 
care  of  disabled  people,  the  home's  staff  could  see  its  job  as  provid- 
ing the  opportunities,  expectations  and  supports  for  patients  to  do 
things  for  themselves  in  accordance  with  their  maximum  potential 
and  capacities.  Most  homes  allow  people  to  feed  themselves,  but 
many  more  homes  could  allow  more  people  to  make  their  own  beds, 
to  bathe  by  themselves  and  to  care  for  their  own  clothes.  Despite  the 
weakness  of  many  residents  in  forming  social  relationships,  with  staff 
support  residents  could  develop  ties  with  one  another.  With  new 
opportunities  provided  by  activity  programs  and  planned  group 
activities  which  become  part  of  life,  many  more  patients  could  have 
meaningful  lives.  Such  goals  are  in  accordance  with  the  mental  health 
needs  of  the  older  people  in  long-term  care  facilities. 
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The  long-term  care  system  should  include  a spectrum  of  medical  and 
health-social  services  in  a variety  of  settings,  available  in  a multi- 
plicity of  arrangements,  both  in  institutions  and  in  the  community. 
Long-term  care  is  a dynamic,  changing  process.  The  worker  is  respon- 
sible for  mobilizing  the  system's  resources  to  prevent  inappropriate 
institutional  admissions.  Of  equal  importance,  the  worker  uses  the 
long-term  care  system  to  support  people  living  in  the  community  who 
are  not  into  the  institutional  application  procedure.  The  nature  of  the 
population  at  risk  is  such  that  long-term  care  services  are  required 
on  a continuing  sustained  basis,  in  or  out  of  institutions.  A key  part 
of  these  services  is  the  identification  and  facilitation  of  applications 
to  a wide  variety  of  benefits  and  services  as  the  changing  needs  of  the 
older  adult  dictate.  A static  determination  at  any  one  point  in  time 
will  not  be  responsive  to  the  dynamics  of  the  aging  process.  A con- 
tinuous review  and  monitoring  of  needs  and  services  are  fundamental 
to  long-term  care. 

The  long-term  care  institution  itself  is  a part  of  a larger  interrelated 
network  of  services  addressed  to  the  individual  requiring  continuing 
care.  As  will  be  described  in  chapters  V and  VI,  the  institutional  social 
worker  in  the  application  process  can  function  as  one  of  the  main 
interfaces  in  the  long-term  care  system  as  the  worker  participates  in 
personal  planning  with  the  elderly  client.  Valid  decisions  as  to  appro- 
priateness of  care  are  based  both  on  individual  needs  and  availability 

1 This  chapter  was  completed  in  the  spring  of  1972.  The  92nd  Congress  enacted 
important  legislation  including  a new  Title  XVI  to  the  Social  Security  Act  national- 
izing the  administration  of  Old  Age  Assistance  benefits,  increasing  OASDI  benefits 
and  extending  Medicare  (Title  XVIII)  to  the  disabled.  In  addition  veterans'  benefits 
were  increased.  More  recently  some  programs  for  the  aged  have  been  restricted  by 
administrative  action. — S.J.B. 
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of  resources.  Accordingly,  the  social  worker  must  be  aware  of  com- 
munity resources  so  that  the  client  may  be  helped  to  avoid  un- 
necessary institutionalization  and  maximize  his  optimum  level  of 
functioning.  The  institutions  themselves  increasingly  are  becoming 
involved  with  the  community  and  the  elderly  in  planning  for  the 
entire  network  of  long-term  care  services.  They  have  potential  for 
serving  as  the  base  for  a complex  of  resources  which  reach  out  into 
the  community. 

The  nature  of  the  health-social  services  needed  to  support  an  ade- 
quate functioning  level  in  the  community  is  determined  both  by  the 
goals  of  care  and  the  target  population. 

Content  guide  to  this  chapter  is  as  follows: 

A.  Goals 

B.  Target  Population 

1.  Physical  impairment 

2.  Mental  impairment 

3.  Environmental  impairment 

C.  Health-Social  Services 

1.  Maintenance  Services 

a.  Income  maintenance 

i.  Public  assistance 

ii.  Social  Security 

(a)  Retirement  Insurance 

(b)  Special  Benefits  for  Aged  72  and  over 

(c)  Survivors  Insurance 

iii.  Veterans  Benefits 

(a)  Compensation  for  Service-connected  Deaths  for  Vet- 
erans 

(b)  Pensions  for  Nonservice-connected  Disability  for 
Veterans 

(c)  Pensions  to  Veterans'  Widows  and  Children 

iv.  Unemployment  Compensation 

v.  Workmen's  Compensation 

vi.  Food  Stamps 

b.  Personal  Maintenance  (e.g.  "homemaker  service,"  meals  on 
wheels) 

i.  Public  assistance 

ii.  Older  Americans  Act 

iii.  Veterans  Administration 
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2.  Personal  care:  Home-health  aides 

a.  Medicare 

b.  Medicaid 

c.  Public  Assistance 

d.  Public  health  service 

e.  Family  service  agencies 

3.  Supportive  Medical  Services 

a.  Medicare 

b.  Medicaid 

c.  State  rehabilitation  agencies 

4.  Personal  Planning 

5.  Linkages 

a.  Information  and  referral 

b.  Transportation 

c.  Outreach  services 

d.  Telephone  alert 

e.  Friendly  visiting 

D.  Medical  Services 

1.  Hospital  insurance 

2.  Supplementary  medical  insurance 

3.  Medicaid 

4.  Blue  Cross 

A.  GOALS 

The  criteria  of  need  by  the  elderly  in  the  community  are  reflected 
not  by  morbidity  statistics  but  rather  by  those  disease  elements  which 
affect  their  functioning  level.  The  ability  of  the  client  to  live  in  the 
community  is  intimately  related  to  his  capacity  to  function  at  a level 
which  assures  his  coping  with  the  demands  of  every  day  living.  Thus 
goals  of  care  are  the  development  and  utilization  of  those  health- 
social  services  on  a long-term  basis  which  will  enable  the  elderly  to 
attain  maximum  independence  and  well-being. 

B.  TARGET  POPULATION 

What  should  concern  institutional  social  workers  as  they  plan, 
either  with  the  individual  in  the  application  process  or  with  the 
community  in  the  development  of  resources,  are  the  needs-demands 
of  the  elderly  for  services  which  will  enable  them  to  function  opti- 
mally. The  inability  of  one-third  of  the  aged  to  be  able  to  live  in- 
dependently without  any  support  services  is  related  to  the  handicaps 
to  which  they  may  be  subject. 
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These  limitations  may  be  grouped  into  three  types:  physical, 
mental,  and  environmental. 


1.  Physical  Impairment 

While  81  percent  of  the  over  65  suffer  some  chronic  illness,  33  per- 
cent have  no  physical  limitation  on  their  activities;  7 percent  have 
some  limitations,  but  not  on  their  major  activity;  26  percent  have 
limitations  on  major  activity;  and  about  16  percent  are  unable  to 
carry  out  their  major  activity.  Thus,  approximately  half  of  the  elderly 
are  somewhat  disabled  because  of  a chronic  illness. 

Of  particular  importance  is  the  specific  level  of  mobility.  Eight  per- 
cent of  the  non-institutionalized  elderly  are  bed-fast  or  house-bound. 
In  addition,  6 percent  have  limited  physical  ability  to  move  in  the 
community.  But  overall,  more  than  30  percent  report  difficulty  in 
managing  stairs.  In  an  environment  where  those  with  limited  income 
live  in  a world  of  steps — steps  within  residences,  to  board  buses  or 
streetcars,  to  descend  into  subways — the  ability  to  negotiate  stairs 
becomes  critical  to  mobility.  Physical  disability  as  a correlate  of  aging 
has  been  extensively  documented. 


2.  Mental  Impairment 

Mental  impairment  also  imposes  limitations  of  function.  Estimates 
of  the  incidence  of  mental  impairment  among  the  elderly  vary  from 
10  to  25  percent.  As  with  physical  disabilities,  rates  of  psychoses, 
symptoms  experienced  as  physical  illness,  and  organic  mental  dis- 
orders rise  with  advancing  age. 

The  average  community  mental  health  center  catchment  area 
includes  approximately  150,000  people.  Older  people  who  come  to 
the  attention  of  any  long-term  care  institution  may  be  drawn  from 
one  or  more  of  such  areas.  Included  in  such  an  average  catchment 
area  are  15,000  people  who  are  65  and  over  (central  city,  small  town, 
and  rural  catchment  areas  are  likely  to  have  more).  Of  those,  there 
are  130  women  to  every  100  men,  and  approximately 

14,250  people  (95  percent)  are  living  in  the  community, 

750  people  (5  percent)  in  institutions  (e.g.,  nursing  homes  and  State 
hospitals), 

6,000  people  are  75  years  old  or  over, 

3,700  people  are  living  on  poverty-level  incomes, 

1.500  to  3,000  people  are  living  alone, 

2.500  people  have  some  degree  of  chronic  organic  brain  syndrome. 
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3.  Environmental  Impairment 

Social  disability  and  consequent  impairment  of  function  arise  in 
part  out  of  environmental  hazards.  The  lower  income  status  of  the 
elderly  results  in  their  occupying  inadequate  housing  located  in  high- 
crime  residential  areas  with  limited  transportation  services.  Just  as 
mental  and  physical  impairments  overlap  and  mesh,  so  do  environ- 
mental limitations. 

One  aspect  of  the  intermix  is  posed  by  the  classic  question:  Should 
the  situation  of  the  75-year-old,  lone  woman  living  in  an  apartment  on 
the  second  floor  of  a walk-up  be  classified  as  a cardiac  or  a housing 
problem?  Or,  if  she  is  typical  of  those  elderly  now  subject  to  the  new 
phenomenon  of  fear  of  assault,  is  she  psychologically  able  to  reach 
medical  service  via  available  public  transportation? 

A recent  Senate  Committee  report  points  up  the  environmental 
problems  of  concentrations  of  the  elderly  poor  isolated  in  neighbor- 
hoods which  have  experienced  radical  changes;  locked  in  by  what 
has  been  euphemistically  described  as  substandard,  low-cost  hous- 
ing; frequently  among  alien  ethnic  groups;  subject  to  malnutrition; 
lacking  appropriate  transportation  to  the  sources  of  medical  care  and 
other  services;  and  often  imprisoned  in  their  own  homes  by  an 
intense  fear  based  on  fact  of  being  subject  to  robbery  and  attack. 

Lack  of  information  can  also  be  characterized  as  an  environmental 
hazard.  Even  when  services  are  available,  they  are  often  either  com- 
plexly organized,  physically  dispersed,  inadequately  advertised,  or 
encrusted  with  eligibility  requirements  all  of  which  deter  and  dis- 
courage their  utilization  by  the  elderly  and  the  families  for  whom  they 
were  hopefully  designed. 

One-third  of  elderly  need  health-social  services.  By  any  of  these 
measures  of  physical,  mental  and  environmental  disability,  a large 
proportion  of  older  people  in  our  society  are  as  a group  at  high  risk. 
The  nature  and  number  of  their  problems  are  beyond  individual  and 
family  resources,  thus  requiring  public  coordination  and  support 
through  services  and  programs.  Shanas  estimates  that  the  target  popu- 
lation of  elderly  needing  services  to  maintain  them  at  home  is  one  in 
seven.  This  may  be  a conservative  estimate.  When  considerations  of 
mental  impairment  and  environmental  hazards  are  added  to  those  of 
physical  disability,  the  need  for  services  is  possibly  one  in  three. 

Population  Explosion  of  the  Elderly.  Of  prime  consequence  is  Brot- 
man's  report  based  on  the  1970  census  that  the  rate  of  increase  of 
those  75  and  over  has  escalated  to  three  times  as  great  as  that  of  the 
65-74  group.  "In  other  words,  of  the  3.5  million  increase  in  the  total 
older  population  between  1960  and  1970,  only  1.4  million  of  the 
increase  was  in  the  65-74  age  group  with  2.1  million  in  the  75  + 
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group.  The  7.6  million  people  now  aged  75+  make  up  38  percent  of 
the  total  older  population  (65  + ),  a significant  jump  from  33.6  percent 
in  1960  and  31.4  percent  in  1950." 

The  75  and  over  group  is  substantially  more  vulnerable  to  all  three 
classes  of  insults  (i.e.  mental,  physical,  and  environmental).  While 
35  percent  of  those  65-74  with  chronic  illness  were  subject  to  sig- 
nificant impairment  of  function,  53  percent  of  those  over  75  were 
similarly  limited.  Riley  and  Foner's  summary  of  research  findings 
indicate  that  rates  of  all  types  of  psychoses  rise  steadily  by  age.  This 
reinforces  the  conclusion  that  given  a functional  approach  to  needs 
for  comprehensive  health  services , more  than  a third  of  the  elderly 
may  require  health  support  services. 

C.  HEALTH-SOCIAL  SERVICES 

While  the  aged  have  need  for  acute  medical  care,  their  major 
requirement  is  in  the  continuum  of  services  for  the  chronically  dis- 
abled that  will  enable  them  to  function  optimally.  These  health-social 
services  may  be  developed  through  the  client's  family  network  or 
through  the  provider  network  or  a mixture  of  both.  Most  elderly  have 
families  that  do  provide  support  services.  Brotman  cites  a PHS  pre- 
liminary survey  that  80  percent  of  home  health  services  are  given  by 
families.  The  critical  judgement  that  social  workers  and  the  client  and 
his  family  must  make  is  to  determine  when  the  burden  of  providing 
these  services  becomes  socially  counterproductive  by  creating  family 
breakdown. 

Health-social  services  in  the  community  closely  confirm  to  parallel 
functions  in  the  inpatient  acute  hospital.  There  are  five  components 
of  health-social  services — maintenance,  supportive  medical  services, 
personal  care,  personal  planning,  and  linkages — that  are  common  to 
both  inpatient  and  community  care.  Between  the  extremes  of  the 
hospital  and  independent  living  are  a spectrum  of  settings  where 
some  of  these  services  may  be  delivered  on  a semi-institutional  basis. 
Eligibility  for  these  benefits  varies  by  program,  by  age,  geography, 
income  level,  physical  condition,  or  previous  experience.  Social  work- 
ers in  every  setting  should  develop  matrices  of  eligibility  for  the 
various  benefits  that  are  available  in  the  particular  environments  most 
common  to  their  client  populations. 

1.  Maintenance  Services 

a.  INCOME  MAINTENANCE. 

There  are  a variety  of  public  subsidies  and  benefits  which  are 
available  to  the  elderly  as  part  of  a system  of  income  maintenance. 
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i.  Public  Assistance. 

Public  Assistance  benefits  are  the  last  and  final  resource  which 
theoretically  serve  as  a backup  for  all  other  income  support  pro- 
grams. The  aged  are  provided  for  through  Federal  matching  grants  to 
the  States  under  Titles  1 or  16  of  the  Social  Security  Act.  The  level 
of  benefit  varies  according  to  State.  Eligibility,  too,  is  different  in  each 
State  according  to  income  level  and  amount  of  assets.  In  most  States 
the  applicant's  house  is  subject  to  lien.  Many  States,  too,  require 
contributions  from  relatives  such  as  spouses,  parents,  or  children, 
depending  upon  their  incomes. 

The  program  is  administered  by  the  State  or  local  welfare  agency 
(in  some  States  called  the  Social  Service  or  Human  Service  agency). 

//.  Social  Security. 

This  Federal  program  pays  cash  benefits  to  retired  workers  and  their 
dependents.  Its  purpose  is  to  replace  part  of  former  earnings  after 
retirement. 

(a)  Retirement  Insurance.  Workers  who  are  65  can  retire  with  full 
cash  benefits  if  they  have  worked  and  contributed  the  required  num- 
ber of  years.  The  worker  retiring  in  1970  must  have  43A  years  of  credit. 
Workers  can  retire  at  62  with  permanently  reduced  benefits.  Certain 
dependents  can  receive  benefits,  too.  They  include  a wife  or  a 
dependent  husband  62  or  over;  a wife  of  any  age  with  dependent 
children  in  her  care  if  the  child  is  entitled  to  payment  based  on  the 
worker's  record;  unmarried  children  under  18  (22  if  in  school); 
unmarried  children  18  or  over  if  disabled  before  18  and  continue  to 
be  disabled.  Monthly  cash  benefits  currently  (1972)  range  from  $70.40 
to  $218.00  for  retired  workers  at  65  and  from  $105.60  to  $404.00  for 
maximum  family  benefits. 

(b)  Special  Benefits  for  Aged  72  and  Over.  Special  payments  can 
be  made  to  certain  persons  72  and  over  who  are  not  eligible  for 
Social  Security  benefits.  These  payments  are  intended  to  assure  some 
regular  income  for  older  people  who  had  little  or  no  opportunity  to 
earn  Social  Security  protection  during  their  working  years.  Most  of 
the  cost  is  paid  from  general  resources.  Monthly  cash  benefits  range 
from  $48.30  per  person  to  $72.45  per  couple.  (The  payments  are  not 
made  for  any  month  for  which  the  person  receives  a payment  under 
a federally  funded  public  assistance  program.  The  payments  are 
reduced  by  the  amount  of  any  other  governmental  pension,  retire- 
ment benefit  or  annuity.) 

(c)  Survivors  Insurance.  This  program  provides  monthly  cash  bene- 
fits to  dependents  of  deceased  workers.  Monthly  cash  payments  are 
payable  to  any  widow  60  or  older;  a widow  of  any  age  if  she  is  caring 
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for  a child  under  18  or  disabled  and  if  they  get  payments;  unmarried 
children  18  or  over  if  they  are  severely  disabled  before  18  and  con- 
tinue to  be  disabled;  a widow  or  dependent  widower  50  or  older  who 
becomes  disabled  not  later  than  7 years  after  death  of  the  worker; 
a dependent  widower  62  or  older;  and  dependent  parents  62  or  older. 
Monthly  cash  benefits  range  from  $58.10  for  a sole  survivor  to  $404.00 
for  maximum  family  benefits. 

The  program  is  administered  by  the  U.S.  Social  Security  Administra- 
tion through  regional  and  local  offices. 

/'//.  Veterans  Benefits. 

This  Federal  program  provides  cash  benefits  to  veterans  and  their 
dependents. 

(a)  Compensation  for  Service-Connected  Deaths  for  Veterans.  This 
program  compensates  surviving  unremarried  widows,  children  and 
dependent  parents  of  deceased  veterans  who  died  because  of  a 
service-connected  disability.  Monthly  compensation  ranges  from 
$40.00  for  two  parents  to  $121.00  for  a widow  with  one  child,  plus 
$29.00  for  each  additional  child.  There  is  an  additional  allowance  of 
$50.00  if  the  widow  is  in  need  of  aid  and  attendance. 

(b)  Pensions  for  Nonservice-Connected  Disability  for  Veterans. 
This  program  gives  cash  benefits  to  veterans  who  have  had  90  days 
or  more  of  honorable  active  wartime  service  in  the  Armed  Forces  or 
who  were  released  or  discharged  from  such  sevice  because  of  a 
service-connected  disability.  The  veteran  must  have  a permanent  and 
total  disability  preventing  a substantially  gainful  occupation.  His 
income  and  assets  must  be  limited  as  prescribed  by  statute.  The 
annual  income  of  a veteran  without  a wife  or  child  may  not  exceed 
$2,000.00,  or  if  married  or  with  a child,  $3,200.00.  Monthly  rates  of 
pension  range  from  $29.00  for  a single  veteran  to  $130.00  for  a vet- 
eran with  three  dependents.  Additional  allowances  of  $40.00  and 
$100.00  are  available  if  a veteran  is  housebound  and  if  he  requires 
aid  and  attendance. 

(c)  Pensions  to  Veterans'  Widows  and  Children.  This  program  pro- 
vides a partial  means  of  support  for  needy  unremarried  widows  and 
children  of  deceased  wartime  veterans  whose  death  was  not  due  to 
active  service.  A child  or  unremarried  widows  without  a child  may 
not  have  an  income  in  excess  of  $2,000.00  annually;  with  a child,  in 
excess  of  $3,200.00  annually.  Pension  is  not  payable  to  those  whose 
estates  are  so  large  that  it  is  reasonable  they  look  to  the  estate  for 
maintenance.  Monthly  pensions  range  from  $17.00  for  a widow  alone 
to  $90.00  for  a widow  with  one  child  plus  $16.00  for  each  additional 
child;  in  addition,  an  allowance  of  $50.00  is  available  to  the  widow  if 
she  is  in  need  of  aid  and  attendance. 
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Other  benefits  under  veterans'  programs  include  specially  adapted 
housing  for  disabled  veterans;  compensation  for  service-connected 
disability;  dependency  and  indemnity  compensation  for  service- 
connected  death;  guaranteed  and  insured  housing  loans;  vocational 
rehabilitation  for  disabled  veterans;  war  orphans'  and  widows'  educa- 
tion assistance;  a burial  allowance  of  $250.00;  automobile  grants  for 
disabled  veterans  and  a variety  of  other  special  benefits. 

The  Veterans'  Benefits  program  is  administered  by  the  Veterans 
Administration  through  regional  or  local  offices.  Veterans'  Assistance 
Centers  providing  one-step  service  and  counselling  on  benefits  are 
established  in  selected  cities. 

/V.  Unemployment  Compensation. 

This  State  program  is  supported  by  Federal  grants  for  administration 
and  provides  financial  benefits  to  unemployed  workers.  The  States 
have  the  direct  responsibility  for  establishing  and  operating  their  own 
programs.  Weekly  benefit  payments  are  usually  for  a period  not  in 
excess  of  26  weeks  over  a period  of  a year  beginning  approximately 
when  the  first  claim  is  filed.  All  workers  whose  employers  contribute 
to  State  unemployment  insurance  programs  and  Federal  civilian 
employees  and  ex-servicemen  are  eligible  if  they  are  involuntarily 
unemployed,  registered  for  work,  ready  for  work  and  meet  the  earn- 
ings requirements  of  State  law.  Benefit  amounts  vary  by  State. 

The  program  is  administered  by  State  local  employment  offices. 

v.  Workmen's  Compensation. 

This  State  program  provides  income  replacement  and  supplement 
for  disability  or  death  resulting  from  injury  on  the  job;  medical 
expenses  (including  hospital  care);  rehabilitation  services;  and  burial 
costs.  The  amount  and  length  of  benefits  are  controlled  by  State  law 
and  regulation. 

The  program  is  administered  by  the  State  Workmen's  Compensa- 
tion Agency. 

vi.  Food  Stamps. 

This  State  program  is  supported  by  Federal  funds  for  the  improve- 
ment of  the  diets  of  low-income  households.  Families  buy  stamps  or 
"coupons"  worth  more  than  the  purchase  amount  which  varies 
according  to  income  and  family  size.  The  coupons  are  used  for  food 
in  retail  stores.  The  coupons  may  be  used  to  buy  any  food  for  human 
consumption,  except  for  items  labeled  as  imported.  Almost  all 
grocery  stores  in  food-stamp-covered  areas  are  authorized  to  accept 
the  coupons.  Families  may  participate  if  they  live  in  an  area  that  has 
the  program,  are  found  by  local  welfare  officials  to  be  in  need  of  food 
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assistance,  are  receiving  some  form  of  welfare  assistance,  and  are 
unemployed,  part-time  employed,  working  for  low  wages,  or  living 
on  limited  pensions.  If  families  are  not  receiving  some  form  of  wel- 
fare assistance,  eligibility  is  based  on  family  size  and  income,  and 
their  level  of  liquid  assets. 

The  program  is  administered  by  the  State  or  local  welfare  offices 
in  areas  which  participate  in  the  program. 

b.  PERSONAL  MAINTENANCE 

There  are  many  programs  which  provide  environmental  supports. 
Most  of  these  services  are  under  the  rubric  of  homemaker  services. 

The  term  "homemaker  service"  has  come  into  use  to  cover  many 
different  kinds  of  helping  activities.  The  variations  arise  because  of  a 
lack  of  clear  definition  of  function,  task  and  qualification  of  provider. 
The  term  "homemaker"  is  used  here  to  describe  those  functions 
which  deal  with  environmental  support,  i.e.  services  which  are  geared 
to  physical  maintenance  such  as  provision  of  food  and  cleanliness  of 
surroundings  as  differentiated  from  personal  maintenance. 

The  basic  goal  of  the  personal  maintenance  service  is  to  restore  or 
sustain  functioning  and  to  prevent  or  reverse  individual  or  family 
deterioration  when  the  functioning  of  the  person  who  ordinarily  takes 
care  of  himself  (herself)  or  his  (her)  family  is  impaired. 

Qualified  persons  who  are  employed,  trained,  and  supervised  by 
local  agencies  are  sent  into  homes  to  help  the  aged,  among  others, 
to  maintain  themselves  in  their  own  homes  and  to  enhance  the 
quality  of  their  daily  living.  Homemakers  work  under  the  supervision 
of  a nurse  or  a social  worker  or  another  member  of  the  professional 
team  helping  to  resolve  the  problems  that  make  the  service  necessary. 

The  homemaker,  sometimes  for  a few  hours  a day  or  for  a few 
hours  a week,  can  help  an  aging  person  or  couple  remain  in  the 
community.  She  may  do  light  housekeeping,  meal  preparation,  laun- 
dry, or  marketing.  Although  most  States  now  have  a homemaker 
service,  few  have  obtained  universal  coverage.  In  many  areas  the 
services  are  nonexistent  or  limited  to  particular  purposes  or  groups. 
Even  in  the  larger  cities,  the  service  does  not  significantly  approach 
the  need. 

Homemaking  services  do  not  have  a high  priority  when  it  comes 
to  the  allocation  of  public  or  voluntary  funds.  Medicare,  for  example, 
severely  limits  reimbursement  of  homemaker  services  for  personal 
maintenance  to  the  point  where  they  are  virtually  not  available  under 
the  program.  While  there  has  been  a rapid  growth  of  agencies  offer- 
ing these  services,  including  proprietary  homemaking  businesses, 
public  funding  has  been  fragmentary  and  inconsistent,  resulting  in 
limited  and  precariously-financed  agencies. 
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Some  of  these  services  are  financed  through  the  following 
mechanisms: 

/.  Public  Assistance. 

Under  Titles  1 or  16  of  the  Social  Security  Act  (Old  Age  Assistance) 
States  are  authorized  to  provide  homemaker  services  as  part  of  social 
services  to  the  aged. 

//'.  Older  Americans  Act. 

Under  Title  III  of  the  Older  Americans  Act,  grants  are  made  to 
States  for  demonstration  programs  which  may  include  homemaker 
programs. 

Hi.  Veterans  Administration. 

Special  support  is  available  to  handicapped  veterans  and  their 
dependent  survivors  which  can  be  used  to  purchase  homemaker 
services. 

Availability  of  homemaker  services  may  be  determined  through 
inquiry  from  local  welfare  coordinating  agencies  (welfare  councils) 
or  visiting-nurse  agencies.  Thorough  house-cleaning  involving  heavy 
work  is  a common  public  service  in  other  countries  but  is  only 
recently  becoming  available  here  and  usually  as  a profitmaking 
venture. 

"Meals  on  wheels"  is  a community  service,  offered  under  voluntary 
auspices  but  supported  in  part  by  public  funds.  This  service  provides 
at  least  one  hot  meal  a day  to  the  elderly.  The  passage  of  the  nutrition 
part  of  the  Older  Americans  Act  of  1972  will  stimulate  the  develop- 
ment of  this  program.  Many  institutions  have  recognized  this  service 
as  a valid  extension  of  their  own  feeding  resources.  With  the  infusion 
of  $100  million  by  the  Federal  Government  under  the  1972  legisla- 
tion, significant  opportunities  should  be  available  for  institutional 
participation.  Inquiry  should  be  made  from  the  State  agency  admin- 
istering the  aged  programs. 

Congregate  meals  are  increasingly  becoming  available  in  a variety 
of  settings  including  senior  citizen  centers,  schools,  and  institutions. 
They  have  the  advantage  over  "meals  on  wheels"  because  of  the 
socialization  and  service  opportunity  presented.  The  emphasis  by  the 
Federal  Administration  on  Aging  on  integrative  programs  should 
result  in  a significant  increase  of  congregate  meals  under  the  nutrition 
aspect  of  the  1972  legislation. 

2.  Personal  Care:  Home-Health  Aides. 

While  there  is  a clear  distinction  between  personal  maintenance 
and  personal  care,  the  service  patterns  have  tended  to  blur  the  dif- 


LONG-TERM  CARE  IN  THE  COMMUNITY 


57 


ference.  Personal  care  describes  those  services  which  provide  for  indi- 
vidual cleanliness  and  grooming.  This  would  include  help  in  bathing, 
dressing,  and  getting  about  at  home.  Often  these  services  may  be 
performed  by  the  homemaker  as  well  as  the  home-health  aide.  The 
Medicare  administration  is  currently  the  clearest  arbitrator  between 
the  two  functions  by  funding  personal  care  services  and  denying 
reimbursements  for  personal  maintenance. 

Home-health  aides  usually  are  employed  and  supervised  by  a 
home-health  agency  such  as  the  Visiting  Nurse  Association.  In  other 
instances  their  services  may  be  purchased  from  another  agency, 
which  may  be  under  a proprietary  or  nonprofit  auspice. 

a.  Medicare 

Medicare  includes  personal  care  as  a reimbursable  item  only  when 
furnished  through  a home-health  agency  primarily  engaged  in  pro- 
viding skilled  nursing  care;  provided  on  a part-time  intermittent  basis; 
and  clearly  demonstrated  that  "personal  care"  is  needed  and  that  the 
patient  is  severely  limited  in  function.  The  physician  must  regularly 
certify  that  his  patient  is  sick  enough  to  need  the  service  and  that  his 
condition  demands  only  "part-time"  intermittent  care. 

b.  Medicaid 

In  a very  few  States,  medical  assistance  programs  may  provide 
personal  care  services  as  a reimbursable  vendor  payment. 

c.  Public  Assistance 

In  a few  States,  personal  care  service  may  be  made  available 
through  a "special  need"  grant  as  an  addition  to  the  income 
maintenance  grant. 

d.  Public  health  service 

A State  or  local  public  health  department  may  include  personal 
care  as  part  of  their  home-health  program.  Similarly,  neighborhood 
health  centers  or  hospital  based  home-health  care  programs  may 
offer  the  service  although  they  usually  depend  on  Medicare  or 
Medicaid  for  reimbursement.  The  service  is  rarely  covered  by  any 
insurance  policy,  be  it  Blue  Cross  or  commercial  carrier. 

e.  Family  service  agencies 

Where  these  agencies  exist  they  often  provide  personal  care  on  a 
severely  time-limited  basis. 

3.  Supportive  Medical  Services 

A coordinated  home  care  program  is  defined  as  one  that  is  "cen- 
trally administered  and  through  coordinated  planning,  evaluation,  and 
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followup  procedures,  provides  for  physician-directed  medical,  nurs- 
ing, social  and  related  services  to  selected  patients  at  home."  Sup- 
portive medical  services  are  here  defined  as  nursing,  physical,  occupa- 
tional, or  speech  therapy  aspects  of  home-health  care.  Usually  they 
are  offered  by  hospitals,  public  health  departments,  visiting  nurse 
agencies  and  neighborhood  health  centers. 

a.  Medicare 

Medicare  reimbursement  is  available  for  all  these  services  under 
conditions  specified  above  (see  2,  A.,  i.). 

b.  Medicaid 

In  some  States,  Medicaid  reimburses  coordinated  home  care  pro- 
grams, particularly  when  they  are  extensions  of  hospital  service. 

c.  State  rehabilitation  agencies 

These  agencies  may  provide  vendor  payments  for  these  services  if 
they  are  part  of  a plan  to  make  the  client  self-sufficient.  This  is  a 
State-Federal  matching  program. 

4.  Personal  Planning 

Counselling  services  with  the  client  and  his  family  are  offered  by 
social  workers  to  help  mobilize  community  and  personal  resources  to 
help  support  the  client  in  the  community. 

Family  agencies,  both  public  and  voluntary,  provide  these  services 
as  do  community  mental  health  centers,  and  home-health  care  and 
vocational  rehabilitation  agencies.  Similar  services  are  sometimes 
offered  by  visiting  nurses  or  protective  care  workers. 

The  provision  of  protective  services  for  adults  unable  to  manage 
their  own  affairs  and  unable  (or  unwilling)  to  obtain  the  help  they 
need  is  a relatively  new  concept.  As  the  number  of  aged  has  increased 
and  their  longevity  extended,  a larger  proportion  become  at  risk 
because  of  mental  impairment.  Blenker  estimates  about  7 to  8 per- 
cent of  the  noninstitutionalized  older  people  may  require  protective 
services. 

Most  protective  legal  procedures  based  on  incompetency  and 
guardianship  are  primarily  focused  on  protection  of  property.  In 
recent  years  protective  service  programs  under  the  auspice  of  public 
or  voluntary  agencies  have  evolved  that  are  committed  to  enabling 
incapacitated  adults  to  live  at  the  maximum  level  of  their  functioning 
in  safety  and  comfort.  To  ascertain  the  availability  of  such  services 
in  your  community  inquire  of  the  local  welfare  council  or  public 
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welfare  agency.  The  National  Council  on  Aging  in  New  York  City 
may  be  useful  if  there  are  no  local  resources. 

5.  Linkages 

While  all  services  in  fact  link  the  aged  to  various  systems  within  the 
community  and  contribute  to  their  socialization,  there  are  those 
services  whose  function  is  primarily  that  of  'linkage/' 

a.  INFORMATION  AND  REFERRAL 

There  are  a variety  of  agencies  which  perform  this  service.  Most 
visible  are  health  and  welfare  council  referral,  Veterans  Administra- 
tion public  assistance  agencies  and  Senior  Citizen  Centers.  Family 
Service  and  the  Social  Service  departments  of  health  agencies  per- 
form the  same  function.  The  degree  to  which  follow  through,  i.e.,  the 
assurance  that  the  referral  process  is  completed,  is  fortuitous  depend- 
ing upon  the  agencies'  understanding  of  their  responsibility,  the  load 
the  referring  case  worker  bears,  the  patterns  of  cooperation  between 
agencies  and  the  ability  of  the  referred  agency  to  give  service.  The 
availability  of  funding  for  the  required  service  is  usually  controlling  to 
the  success  of  the  referral. 

b.  TRANSPORTATION 

Many  elderly  are  handicapped  because  of  the  lack  of  public  trans- 
portation or  their  inability  to  utilize  the  service  where  available.  There 
is  increasing  awareness  of  the  importance  in  assuring  usable  trans- 
portation for  the  elderly.  However,  few  special  resources  have  been 
developed. 

Some  communities  attempt  to  reduce  the  economic  barrier  by 
lowering  the  fare  for  the  aged  during  nonpeak  hours.  These  reduc- 
tions may  be  reimbursed  through  Federal  Department  of  Transporta- 
tion demonstration  grants.  More  usual  is  individual  reimbursement 
for  public  transportation  including  taxicabs  through  the  public 
assistance  system.  Case  workers  may  authorize  special  reimbursement 
for  cash  or  medical  assistance  recipients. 

Special  transportation  systems  may  be  furnished  for  specific  pur- 
poses. Thus  there  are  several  OEO  funded  demonstration  programs 
providing  special  transportation  for  the  elderly  to  health  facilities. 
Older  American  Act  projects  similarly  may  provide  carriers  to  Senior 
Citizen  Centers.  The  community  mental  health  and  retardation  center 
is  another  resource. 

Escort  service  may  also  be  available  not  only  to  assist  the  older 
person  physically  but  give  him  a sense  of  safety  and  security  from 
assault  in  the  street. 
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c.  OUTREACH  SERVICES 

A major  contribution  of  the  OEO  programs  was  the  revival  of  out- 
reach as  an  integral  part  of  the  delivery  of  any  service.  The  im- 
mobility and  isolation  of  the  aged  are  particularly  responsive  to  out- 
reach services  preferably  offered  by  workers  acceptable  to  specific 
target  population.  Generally  the  more  recent  pattern  is  to  use  indige- 
nous personnel  and  peers  where  possible.  The  role  of  the  police 
departments  should  not  be  overlooked  as  a readily  available  resource 
for  case  discovery.  Centers  for  neighborhood  health,  mental  health 
and  retardation  catchment  areas  and  senior  citizens  are  increasingly 
adding  this  service.  Funding  is  usually  available  under  the  service- 
granting mechanism  such  as  OEO,  HEW  or  Older  Americans  Act. 
Also  available  are  the  Service  Sections  of  Titles  I,  16  and  19  of  the 
Social  Security  Act. 

d.  TELEPHONE  ALERT 

Many  counties  and  communities  are  instituting  programs  of  daily 
or  weekly  phone  calls  to  homebound  elderly.  The  calling  is  done 
under  the  auspice  of  police  departments,  Senior  Citizen  Centers, 
family  service  agencies  or  voluntary  groups  such  as  religious  organiza- 
tions, the  Kiwanis,  and  similar  fraternal  organizations. 

Such  a service  can  readily  be  performed  by  volunteers  from  institu- 
tional auxiliaries  to  persons  on  the  waiting  list  for  admission  to 
long-term  care  facilities. 

e.  FRIENDLY  VISITING 

Like  the  telephone  communication,  personal  regular  scheduled 
visits  can  assure  the  homebound  elderly  of  contact  with  the  com- 
munity. This  is  usually  a voluntary  activity  performed  under  similar 
auspices  as  the  telephone  service. 

D.  MEDICAL  SERVICES 

Medical  services  for  the  aged  are  financed  largely  under  Title  XVIII 
of  the  Social  Security  Act  (Medicare).  Supplementary  financing  for  the 
medically  indigent  is  available  under  Title  XIX  of  the  Social  Security 
Act  (Medicaid).  Buttressing  the  co-pay  provisions  of  Medicare  are  the 
"over-65"  programs  of  Blue  Cross. 

Forty  percent  of  medical  expenditures  are  currently  paid  for  from 
individual  resources.  It  is  the  equivalent  amount  spent  by  the  elderly 
in  1965  prior  to  the  enactment  of  Medicare. 
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1.  Hospital  Insurance 

Part  A of  Title  18  provides  hospital  insurance  protection  for  cov- 
ered services  to  any  person  65  or  over  who  is  entitled  to  Social 
Security  or  railroad  retirement  benefits.  Hospital  insurance  benefits 
are  paid  to  participating  hospitals,  extended  care  facilities  (skilled 
nursing  homes),  and  related  providers  of  health  care  to  cover  the 
reasonable  cost  of  medically  necessary  services  furnished  to 
individuals  entitled  under  this  program. 

The  hospital  insurance  program  pays  a large  part  of  the  cost  for 
up  to  90  days  during  each  benefit  period  (a  period  beginning  with 
the  first  day  of  hospitalization  and  ending  60  days  after  discharge  from 
a hospital  or  extended  care  facility).  Hospital  insurance  also  pays  part 
of  the  cost  of  care  for  up  to  100  days  (during  the  benefit  period)  in 
a participating  extended  care  facility  (ECF)  when  admission  follows 
a hospital  stay  of  at  least  3 days.  In  addition  the  program  covers  up 
to  100  home  health  visits  in  the  12  month  period  following  discharge 
from  a hospital  or  ECF. 

2.  Supplementary  Medical  Insurance 

Supplementary  medical  insurance  (SMI)  provides  payment  for 
80  percent  of  the  reasonable  charges  for  the  physician's  services, 
outpatient  hospital  services,  medical  supplies  and  services,  home- 
health  services,  outpatient  physical  therapy,  and  other  health  care 
services.  This  includes  100  home  health  visits  each  year;  diagnostic 
tests;  X-rays;  radium,  and  radioactive  isotope  therapy;  ambulance 
services;  prosthetic  devices;  and  rental  of  durable  medical  equipment. 

It  is  a voluntary  medical  insurance  program  financed  by  monthly 
premiums  from  enrollees  and  a matching  payment  from  Federal  gen- 
eral revenues.  The  premium  was  $3.00  per  month  at  the  beginning 
of  the  program.  It  was  increased  to  $4.00  in  1968,  to  $5.30  in  1970 
and  to  $5.60  in  July,  1971. 

The  annual  $50.00  deductible  must  be  met  before  benefits  begin. 
Thereafter,  Medicare  pays  80  percent  of  the  charge  for  covered 
services.  The  beneficiary  is  responsible  for  the  $50.00  deductible  and 
20  percent  of  the  cost  of  covered  services. 

Application  for  the  program  is  by  visiting  the  local  Social  Security 
office  within  3 months  after  the  65th  birthday,  or  within  3 years  of  the 
first  opportunity  to  sign  up  for  medical  insurance. 

3.  Medicaid 

Medical  assistance  varies  by  State  both  as  to  eligibility  and  scope 
of  benefits.  Those  aged  receiving  or  eligible  for  categorical  assistance 
are  eligible  for  the  medical  program  provided  under  Title  19.  The 
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elderly  with  marginal  incomes  above  the  public  assistance  eligibility 
limits  are  often  provided  with  the  same  or  a reduced  amount  of 
benefits.  The  most  usual  arrangements  for  both  the  medically  and 
categorically  needy  are  for  the  State  buying  in  on  their  behalf  for 
Part  B of  Title  18,  and  supplementary  funding  for  the  co-pay  aspects 
of  Parts  A and  B. 

4.  Blue  Cross 

The  Blue  Cross  offers  policies  which  cover  the  contributory  aspect 
of  the  20  percent  of  the  cost  required.  Often  private  insurance 
companies  provide  similar  types  of  coverage. 

The  role  of  the  social  worker  in  long-term  care  facilities  is  depend- 
ent upon  knowledge  of  community  resources.  The  nature  of  our 
society  and  its  changing  value  structure  is  evidenced  by  continuously 
developing  programs.  The  worker,  to  effectuate  his  role,  needs  to 
constantly  replenish  his  store  of  information  about  these  dynamic 
resources.  The  programs  described  above  reflect  those  that  mav  be 
available  at  any  one  point  in  time.  It  is  the  responsibility  of  each 
individual  worker  and  his  department  to  maintain  a current  file  of 
resources  so  that  there  can  be  a professional  response  to  the  needs 
of  the  client. 
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Introduction 


A.  PHILOSOPHY  OF  SOCIAL  WORK  SERVICE 

Contemporary  long-term  care  facilities,  no  matter  what  the  auspice, 
have  evolved  from  institutions  that  existed  as  the  last  refuge  for  the 
homeless,  economically  deprived,  mentally  ill,  or  aged  person  with- 
out family  ties.  Currently,  applications  are  motivated  by  a complex  of 
social,  psychological,  and  health  factors.  In  progressive  facilities,  the 
philisophy  of  "custodial  care"  is  being  replaced  by  dynamic  treatment- 
and  service-oriented  approaches.  There  is  growing  recognition  that 
professional  social  work  is  one  of  the  wide  spectrum  of  services 
needed.  This  Guide  is  based  on  the  premise  that  social  work  is  an 
essential  element  in  the  care  of  older  people  in  long-term  care  facili- 
ties from  the  moment  such  a plan  is  first  considered  until  discharge 
from  the  facility  or  death.  Certainly,  all  who  are  responsible  for  care 
and  treatment  must  be  aware  of  social  needs  and  act  in  such  a 
manner  as  to  support  social  functioning.  However,  a major  role 
belongs  to  the  social  worker.  By  training,  skill,  and  the  basic  commit- 
ment of  the  profession,  the  identification  of  social  needs  and  imple- 
mentation of  efforts  to  meet  them  are  clearly  in  the  social  work 
domain. 

The  underlying  conviction  is  that  psychological  and  social  factors 
are  of  vital  importance  to  the  well-being  of  applicants  and  residents; 
to  the  determination  of  appropriate  plans;  to  "adjustment"  to  the 
institution;  to  interpersonal  relationships  with  family,  other  residents 
and  staff;  to  the  use  of  medical  nursing,  recreational  facilities;  and  to 
physical,  emotional  and  mental  health.  Aged  people  applying  to  or 
residing  in  institutions  are  likely  to  have  experienced  many  of  the 
assaults  of  aging.  As  pointed  out  in  chapter  3,  most  have  some  degree 
of  mental  impairment.  The  very  process  of  institutionalization  is 
traumatic  not  only  to  the  aged  individual  but  to  his  family.  It  is  the 
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social  worker's  task  to  extend  help  in  support  of  personal,  social,  and 
family  functioning,  and  to  enable  the  older  people  and  family  mem- 
bers to  use  their  individual  and  unique  strengths  in  the  furtherance 
of  those  goals. 

The  social  component  of  care  is  not  a luxury  to  be  avoided  or 
eliminated  in  the  interests  of  economy.  It  is  known  from  experience 
and  from  research  that  lack  of  attention  to  mental  health  needs  is 
devastating  to  all  human  beings.  The  older  person  is  particularly 
vulnerable  because  he  has  fewer  resources  with  which  to  act  on  his 
own  behalf  in  obtaining  the  critically  needed  social/psychological 
supplies.  As  a group,  the  elderly  are  at  high  risk  compared  to  younger 
and  more  intact  populations  in  depletion  and  deprivation  of  those 
resources.  If  the  goal  set  by  a responsible  society  is  to  make  it  possi- 
ble for  them  to  function  at  optimal  capacity  in  all  spheres  (physical, 
social,  and  psychological),  then  efforts  must  be  made  to  restore  and 
supply  the  necessary  ingredients.  To  underline,  the  provision  of 
shelter,  food  and  medical  care  is  not  enough. 

Unquestionably,  most  older  people  prefer  to  remain  in  the  familiar 
surroundings  of  their  own  homes  in  preference  to  admission  to  an 
institution.  All  possible  avenues  should  be  explored  and  services 
mobilized  towards  that  goal.  (See  chapter  4 for  review  of  programs 
that  can  be  mobilized  for  community  dwellers.)  However,  there  are 
some  elderly  people  for  whom  congregate  care  is  socially  and  medi- 
cally indicated  and  for  whom  viable  alternatives  do  not  exist.  The 
decision  is  not  abstract  and  cannot  be  made  on  philosophical 
grounds.  The  practical  question,  in  the  light  of  the  older  person's 
and  family's  current  situation  and  the  present  status  of  community 
resources,  is  whether  admission  to  an  institution  will  represent  a 
positive  change  in  terms  of  increased  well-being,  provision  of  needed 
care,  and  relief  from  stress. 

The  personality  and  unique  history  of  the  older  person  play  an 
important  role  in  determination  of  the  "best"  plan.  Given  similar 
physical,  mental,  and  environmental  situations,  a fiercely  independent 
individual  may  continue  to  live  in  the  community  well  beyond  the 
point  at  which  institutional  care  is  sought  by  his  dependent,  fearful, 
neighbor.  It  is  often  difficult  to  balance  respect  for  the  needs,  atti- 
tudes, and  right  to  self-determination  of  the  elderly  person  with  the 
desire  of  family  and  professionals  to  provide  care  and  protection. 

Basic  to  the  philosophy  of  care  is  recognition  that  long-term  care 
facilities  are  the  homes  of  older  people,  whether  the  stay  is  relatively 
short  or  lasts  for  the  remainder  of  life.  It  is  for  this  reason  that  the 
Guide  does  not  characterize  them  as  "patients,"  but  refers  to  them 
as  "applicants"  or  "residents."  Despite  their  major  physical  and 
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mental  health  problems,  they  should  be  viewed  as  whole  men  and 
women,  not  as  full-time  professional  patients. 

The  multiple  assaults  and  losses  which  the  institutionalized  elderly 
have  experienced  were  described  in  detail  in  chapter  3.  In  contrast 
to  crises  experienced  by  younger  people,  these  "insults"  tend  to 
cluster.  Physical  and  mental  deficits  may  occur  during  the  same 
periods  in  which  the  old  person  has  suffered  interpersonal  and 
economic  losses.  Gerontologists  have  emphasized  the  inter-related- 
ness  of  deficits  in  all  spheres  of  the  individual's  functioning.  One  of 
the  main  difficulties  in  diagnosis  and  treatment  is  sorting  out  the 
various  problems  that  tend  to  mask  and  exacerbate  each  other.  Thus, 
an  interdisciplinary  approach  is  a necessity. 

The  prescription  for  treatment,  the  plan  that  can  be  made,  often 
depends  on  social  factors.  When,  for  example,  an  older  person  has 
a catastrophic  physical  illness  or  suffers  from  severe  organic  brain 
damage,  the  determinants  of  the  ability  to  maintain  him  in  his  own 
home  may  be  questions  such  as:  Can  expert  medical  care  be  pro- 
vided? Is  such  a plan  economically  feasible?  Are  there  sufficient 
resources  to  finance  a housekeeper  or  practical  nurse?  Are  such 
personnel  available?  Are  there  adult  children,  and  do  they  live 
nearby?  Have  family  relations  in  the  past  been  sufficiently  close  and 
warm  so  that  they  can  now  sustain  the  additional  emotional  stress 
and  physical  effort?  Are  the  adult  children  beset  by  personal  prob- 
lems which  m-ust  take  priority?  Is  their  health  and  general  well-being 
affected  adversely  by  the  burden  of  caring  for  the  older  person?  Are 
the  adult  children  also  in  the  aging  phase  of  life? 

Psychological  and  social  factors  also  determine  how  individuals 
react  and  adapt  to  change  in  their  life  situations.  One  person  suffer- 
ing a stroke  may  work  actively  to  improve  his  functioning  and 
cooperate  fully  with  rehabilitative  programs;  another  may  become 
depressed  and  resistant.  Individual  differences  are  illustrated  by 
research  evidence  that  adaptation  to  an  institutional  environment 
depends  in  part  on  the  "fit"  between  the  individual's  coping  style 
and  the  demands  of  the  environment.  A corollary  that  might  be  sug- 
gested is  that  adaptation  also  depends  on  the  capacity  of  the  environ- 
ment to  be  flexible  in  accommodating  to  individual  differences. 

A central  theme  in  work  with  older  people  is  identification  of  their 
strengths  or  assets,  rather  than  of  losses  and  deficits.  Existing  and 
latent  strengths  constitute  the  foundation  on  which  constructive  treat- 
ment programs  can  be  built.  Thus,  much  emphasis  has  been  placed 
on  a functional  approach  to  assessment  and  treatment  planning.  A 
good  deal  of  work  by  gerontologists  has  been  directed  at  developing 
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assessment  techniques  and  measures  designed  to  evaluate  functional 
capacities  and  thus  to  facilitate  the  setting  of  realistic  treatment  goals. 

Some  of  the  tasks  involved,  then,  in  providing  the  social  com- 
ponent of  care  are  individualization,  integration  of  different  aspects 
of  the  treatment  plan,  avoidance  of  fragmentation,  capitalizing  on 
individual  strengths,  mobilization  of  resources,  help  to  the  individ- 
ual in  adapting  to  his  changed  situation  and  in  utilizing  available 
programs,  development  of  new  resources  and  programs,  and 
modification  of  the  environment. 

Social  work  in  relation  to  long-term  care  facilities  makes  the  most 
stringent  demands  on  social  work  knowledge,  values,  and  skills.  The 
characteristics  of  the  elderly  population  served,  the  multiplicity  of 
their  problems,  the  impact  on  family  and  society,  the  comparative 
lack  of  knowledge  about  needed  social  interventions,  and  the  need 
for  creative  institutional  and  social  planning  legitimate  such  facilities 
as  a prime  concern  of  social  work  in  all  its  traditional  forms.  Direct 
services  to  individuals,  families  and  groups;  community  organization; 
education;  research;  administration;  and  planning  and  policy  formu- 
lation—all  are  essential  ingredients  in  developing  and  delivering  the 
required  services. 

A word  is  in  order  about  the  importance  of  direct  individual  and 
group  services.  Attention  to  the  social  and  physical  environment  of 
long-term  care  facilities  has  been  long  overdue  and  is  a welcome 
trend.  However,  the  nature  of  the  human  condition  and  of  elderly 
institutionalized  people  in  particular  indicates  that  services  be  per- 
sonalized. There  can  be  no  substitute  for  individual  help  with  the 
trauma  of  admission  to  an  institution,  the  loss  of  a beloved  adult 
child,  the  anxiety  and  fear  of  death  occasioned  by  a catastrophic  ill- 
ness, or  many  other  crushing  blows  experienced  by  older  people. 
Further,  it  is  not  appropriate  to  opt  for  either  individual  or  group 
services.  Those  methods  are  complementary,  and  both  are  necessary. 
Many  common  problems  can  be  handled  more  effectively  and  eco- 
nomically in  groups;  others  dictate  individual  service.  The  Guide , 
therefore,  details  procedures  focussed  on  individuals,  and  includes 
a chapter  on  group  services. 

B.  WAYS  OF  ARRANGING  FOR  SOCIAL  WORK  SERVICES 

How  are  these  services  to  be  provided? 

Almost  all  social  workers  at  some  time  have  some  responsibility  in 
relation  to  older  people  who  may  need  long-term  care  and  to  their 
families.  This  is  true  of  social  workers  in  hospitals  and  other  health 
facilities,  in  family  agencies,  psychiatric  facilities,  public  welfare  agen- 
cies, governmental  health  departments  and  in  many  other  settings.  In 
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some  instances,  such  as  that  of  the  hospital  social  worker  helping  with 
a discharge  plan,  they  may  carry  major  responsibility.  In  other  situa- 
tions, they  may  make  referrals.  No  matter  what  the  extent  or  duration 
of  the  contact,  there  should  be  full  awareness  of  the  implications  for 
the  clients  and  the  requirements  in  terms  of  service. 

There  are  a variety  of  ways  of  providing  professional  social  work 
services  in  long-term  care  facilities,  depending  on  the  size  of  the  fa- 
cility, the  auspice,  geographic  accessibility,  and  other  considerations: 

• Some  facilities  have  full-time  professional  staff.  It  has  been  esti- 
mated that  ideally  one  professional  can  serve  between  50  and  60  resi- 
dents. If  the  social  work  department  also  gives  services  to  applicants 
as  described  in  this  manual,  there  should  be  additional  staff  for  that 
purpose,  depending  on  the  volume  of  applications. 

• Contractual  arrangements  can  be  made  for  the  services  of  social 
workers  employed  by  other  agencies  (hospitals,  family  or  public 
welfare  agencies,  etc.)  on  a regular  daily  or  hourly  basis. 

• Social  work  assistants  can  be  utilized  who  work  under  the  super- 
vision of  professional  personnel. 

While  social  work  consultation  is  advisable  in  the  absence  of  any 
of  the  above  arrangements,  it  should  be  regarded  as  a compromise 
arrangement  until  more  comprehensive  social  work  service  can  be 
arranged. 

The  procedural  sections  that  follow  in  the  main  are  written  as 
though  the  facility  has  its  own  social  work  staff.  Obviously,  this 
condition  does  not  exist  universally.  In  addition,  long-term  care  facili- 
ties have  many  different  organizational  patterns,  vary  in  size  and 
personnel,  have  different  types  of  auspices  (governmental,  voluntary, 
proprietary),  and  may  emphasize  different  target  populations.  The 
procedures  therefore  require  adaptation  to  suit  the  unique  properties 
of  any  particular  facility. 

However,  the  principles  and  approach  are  the  same  wherever  older 
people  are  cared  for.  No  matter  what  the  nature  of  the  auspice  or 
sponsor,  provision  of  the  social  components  and  attention  to  mental 
health  needs  are  the  mutual  responsibility  of  its  administrator  and 
social  worker.  The  administrator  should  make  explicit  his  commit- 
ment by  facilitating  the  social  worker's  tasks.  This  involves  provision 
of  the  "tools  of  the  trade,"  such  as  adequate  private  space  for  inter- 
viewing, secretarial  help,  recording  equipment,  and  telephone.  Most 
important  of  all,  he  should  communicate  to  all  staff  of  his  facility,  by 
attitude  and  action,  his  conviction  of  the  importance  of  the  social 
services  to  the  well-being  of  the  old  people  in  his  charge. 

The  Guide  is  being  written  at  a time  when  long-term  care  facilities 
are  undergoing  major  changes.  Their  development  currently  and  in 
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the  future  will  be  subject  to  major  influences:  population  changes, 
legislation,  increased  public  awareness  and  the  pressure  of  public 
opinion,  new  knowledge  developed  by  practitioners  and  research 
investigators,  and  hopefully,  shifting  attitudes  towards  the  elderly. 
Therefore,  no  manual  can  be  definitive  and  comprehensive.  It  would 
be  presumptuous  to  expect  that  such  a document  could  serve  all 
population  groups  and  all  auspices.  Furthermore,  the  state  of  the  art 
is  such  that  much  more  needs  to  be  known. 

Nevertheless,  human  needs  are  unlikely  to  change.  Social  work 
principles  based  on  understanding  of  those  needs  are  applicable. 
Though  widespread  popular  and  professional  concern  about  older 
people  and  long-term  care  facilities  is  a relatively  recent  develop- 
ment, some  dedicated  and  skilled  professionals  have  been  working 
in  the  field  for  many  years.  Their  efforts  provide  us  with  the  princi- 
ples enunciated  in  the  Guide , principles  intrinsic  to  human  behavior 
and  to  the  processes  of  aging.  The  specific  procedures  described  will 
be  subject  to  change  as  the  context  in  which  they  occur  is  modified. 

Fortunately,  the  process  of  modifying  that  context  has  begun.  As 
stated  above,  the  philosophy  of  care  is  changing  from  "custodial"  to 
a more  optimistic  treatment  and  service  orientation.  Concerted  efforts 
are  being  made  to  mitigate  the  negative  impact  of  the  "total  institu- 
tion." Research  on  the  characteristics  of  various  types  of  institutions 
and  their  effects  on  various  types  of  social  therapies  has  already 
yielded  much  valuable  information. 

Certainly  social  work  in  long-term  care  facilities  has  a much  shorter 
history  than  social  work  in  other  settings.  In  particular,  there  is  a lack 
of  experience  regarding  the  delicate  issues  of  social  work  practice  in 
proprietary  nursing  homes.  Historically,  social  work  in  the  main  has 
practiced  under  voluntary  or  public  auspices.  However,  as  pointed 
out  in  chapter  3 of  this  Guide , it  is  the  proprietary  nursing  homes 
that  now  contain  most  institutionalized  older  people.  Now  and  in  the 
future  the  profession  must  address  itself  to  working  out  its  relation- 
ships to  the  nursing  home  industry.  Many  matters  such  as  respon- 
sibility and  accountability,  ethics,  and  the  nature  of  contractual 
arrangements  require  clarification. 

However,  social  work  has  the  foundation  on  which  to  build  further. 
There  is  a good  deal  of  social  work  experience  in  long-term  care  in 
voluntary  homes.  Beyond  that  specific  experience,  social  work  knowl- 
edge and  skills  are  as  relevant  in  long-term  facilities  as  in  other  set- 
tings. From  its  beginning,  the  profession  has  dealt  with  people,  with 
individual  and  family  problems  of  all  kinds,  and  with  the  need  for 
environmental  and  social  change.  The  challenge  is  to  use  existing 
knowledge  and  skills  creatively  while  remaining  open  to  new 
knowledge  and  participating  in  its  development. 
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Services  to  Applicants 
and  Families 

Phases  of  Becoming  a Resident 


Becoming  and  being  a resident  of  a long-term  facility  is  a process  that 
has  several  phases  beginning  when  consideration  first  is  given  to  the 
possibility  of  such  a plan : 

• Decision-making  or  application  • Residence 


The  first  three  of  these  phases  are  discussed  in  this  chapter  and  the 
fourth  (residence)  is  discussed  in  chapter  7.  Following  chapter  7,  but 
not  numbered  as  a chapter,  case  material  (9  cases)  relating  to  the 
discussions  of  chapters  6 and  7 is  presented.  Chapter  8 deals  with 
the  discharge  phase  and  chapter  9 with  the  final  phase — dying  and 
death. 

The  six  phases  as  listed  above  designate,  of  course,  arbitrary  and 
artificial  distinctions  along  the  continuum  of  services.  The  decision- 
making process  may  continue  throughout  even  a lengthy  waiting 
period  and  sometimes  well  into  residency.  A waiting  period  does  not 
always  occur.  The  admission  phase  begins  prior  to  the  physical  move 
and  continues  afterwards.  Discharge  may  not  take  place  at  all,  and 
if  it  does,  like  admission,  it  is  a process  that  includes  aspects  of 
decision-making,  planning,  placement,  and  postplacement  adjust- 
ment. The  dying  process  may  be  concurrent  with  any  or  all  of  the 
preceding  phases. 

Whatever  the  sequence,  the  total  process  constitutes  major  life 
crises  for  the  old  person  and  family  members,  with  each  phase  having 
its  own  set  of  stresses.  Many  losses  have  already  been  experienced 
and  others  are  imminent:  physical  and/or  mental  decrements;  inter- 


• Waiting  period 

• Admission 


• Discharge  and  aftercare 

• Dying  and  death. 
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personal  losses  of  family  and  friends,  loss  of  former  occupation  and 
activities,  the  familiar  environment  of  home  and  possession,  degrees 
of  autonomy  or  independence,  and  economic  status.  As  stated  above, 
these  occur  when  the  individual  has  fewer  resources  with  which  to 
cope  and  adapt  to  the  changes. 

Therefore,  a goal  that  should  permeate  every  step  of  institutional 
care,  is  to  help  the  older  person  resolve  his  grief  and  anger,  accept 
new  goals,  and  maintain  and  regain  mastery  to  the  fullest  possible 
extent.  To  do  so,  his  previous  personality  patterns,  strengths  and  other 
aspects  of  functioning  should  be  understood,  emphasized  and  ex- 
ploited. The  approach  is  to  support  maximum  functioning — social, 
psychological  and  physical — in  the  interests  of  the  mental  health  of 
the  older  person  and  family  members. 

Part  Three  of  the  Guide  will  follow  the  older  person  and  his  family 
step  by  step  through  these  phases:  It  is  not  intended  as  a text  to  teach 
the  social  work  process.  However,  experience  and  the  clinical  and 
research  literature  are  used  to  highlight  certain  aspects  of  working 
with  this  particular  group  of  clients  in  this  context.  The  bibliography 
can  lead  those  who  are  interested  to  more  detailed  information  in  the 
relevant  literature. 

Case  material  illustrates  some  situations  frequently  encountered. 

In  case  number  one,  an  older  person  and  her  adult  children  are 
given  supportive  help  during  application  and  admission.  Case  number 
two  is  that  of  an  "aging  family";  the  assaults  of  aging  on  aging  adult 
children  may  precipitate  application  to  a Home  for  the  very  old 
parent.  Cases  three  and  four  illustrate  long-standing,  disturbed  family 
relationships  that  can  be  restimulated  by  the  prospect  of  the  parent's 
placement  and  sabotage  constructive  planning. 

When  mentally  impaired  older  people  are  admitted,  helping  tech- 
niques that  rely  on  cognitive  function  are  not  effective;  case  five 
describes  some  methods  of  helping  such  an  individual  to  make  the 
transition. 

In  case  six,  an  institution's  "Deferred  Waiting  List"  is  used  to  help 
an  elderly  woman  remain  in  her  own  home  in  the  community  as  long 
as  possible. 

Cases  seven,  eight,  and  nine  illustrate  some  problems  of  older 
institutionalized  people.  The  family  in  case  seven  was  involved  to 
facilitate  resolution  of  a "roommate  problem."  Many  departments 
and  disciplines  of  a Home  collaborated  to  improve  the  functioning 
of  the  resident  in  case  eight.  The  elderly  siblings  in  case  nine  were 
unique  only  in  that  the  entire  family  was  institutionalized.  However, 
the  problems  of  each  are  encountered  frequently  in  long-term  care 
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facilities:  reactions  to  declining  capacities,  readjustment  of  ex-mental 
hospital  patients,  and  the  care  of  elderly  retardates. 

Forms,  outlines,  and  other  assessment  and  procedural  material  are 
appended  for  illustrative  purposes.  However,  these  are  to  be  used 
flexibly,  adapted  to  the  unique  requirements  of  each  facility  and  the 
particular  client  group,  and  to  facilitate  service  rather  than  to  cement 
inappropriate  routines. 

A.  THE  APPLICATION  PHASE 

1.  Meaning  of  Application  to  the  Older  Person  and  His  Family 

The  prospect  of  placement  of  an  older  person  in  a long-term  care 
facility  and  the  application  process  itself  are  critical  psychological 
experiences  for  the  elderly  individual  and  family  members  in  each 
generation.  If  help  is  to  be  extended  in  support  of  their  mental  health, 
it  is  necessary  to  understand  the  psychological  dynamics  involved  in 
the  family  life-crisis  which  occurs  at  that  juncture. 

Of  the  many  myths  and  misconceptions  about  the  aged,  one  of  the 
most  persistent  is  that  of  alienation  of  old  people  from  their  families. 
Families  often  are  accused  of  abandoning  their  older  relatives  or 
"dumping"  them  into  institutions.  On  the  contrary,  there  is  decisive 
evidence  that  family  ties  continue  to  be  viable  and  that  adult  children 
behave  responsibly.  Studies  of  the  paths  leading  to  institutional  care 
have  shown  that  placing  an  elderly  relative  is  the  last,  rather  than  the 
first  resort  of  families,  and  that  in  general  they  have  exhausted  all 
other  alternatives,  endured  severe  personal,  social,  and  economic 
stress  in  the  process,  and  made  the  final  decision  with  the  utmost 
reluctance. 

At  the  aging  phase  of  the  family  life  cycle,  emotional  bonds  con- 
tinue and  are  central  to  the  mental  health  of  the  old  person  and  all 
his  family  members.  While  the  historical  health  or  pathology  of  the 
interpersonal  relations  between  the  generations  is  a most  important 
component  in  the  complex  of  psychological  reactions,  it  would  be 
unrealistic  to  suggest  a simplistic  model  of  "healthy"  relationship  in 
which  there  is  no  residuum  of  unresolved  conflict.  When  long-term 
care  is  being  considered,  the  degree  or  intensity  of  stress  may  vary, 
but  feelings  are  mixed,  and  family  relationship  patterns  are  revealed 
vividly. 

The  elderly  person  may  be  in  a state  of  intense  anxiety  and  fear. 
Even  if  family  relations  are  basically  warm  and  healthy,  and  he 
recognizes  the  necessity  of  placement  on  a reality  level,  psycho- 
logically he  still  experiences  some  feelings  of  abandonment  and  rejec- 
tion. For  the  adult  children  (and  other  relatives  including  spouse  or 
siblings),  guilt,  conflict,  and  shame  may  coexist  with  the  conscious 
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or  unconscious  but  very  human  desire  to  be  relieved  of  burdens  they 
have  carried,  often  beyond  the  saturation  point.  If  they  themselves  are 
approaching  or  engaged  in  the  aging  phase  of  life  (and  this  is  a 
common  phenomenon  today),  their  own  anxieties  about  aging  are 
reinforced. 

The  feelings  of  all  family  members  are  communicated  to  each 
other,  and  the  distress  of  each  increases  that  of  the  others.  Even  if  the 
older  person  had  not  previously  lived  in  the  same  household,  the 
placement  in  psychological  terms  is  a separation  which  stimulates  the 
reactions  associated  with  all  separations  from  those  in  whom  there 
is  an  emotional  investment.  Coming  at  this  phase  of  life,  when  the 
total  family  is  confronted  with  the  fact  that  this  may  be  the  final  plan 
for  the  old  person,  it  carries  overtones  of  the  ultimate  separation. 

In  our  culture,  another  layer  is  added  to  the  stress  experienced  even 
by  "normal"  families.  There  still  exist  strong,  deeply  internalized,  guilt- 
inducing  injunctions  against  placing  an  elderly  parent  regardless  of 
the  most  reality-based  determinants  of  that  placement.  Traditional 
expectations  such  as  providing  financial  support  and  caring  for  the 
aged  person  in  one's  own  home  are  no  longer  always  appropriate 
due  to  social  and  economic  changes.  But  they  still  have  a strong 
psychological  impact  on  the  elderly  parent  and  adult  children.  The 
middle-aged  generation  may  be  caught  in  the  bind  of  multiple 
emotional  and  financial  obligations  to  the  younger  generations,  to 
themselves,  and  to  the  increasing  numbers  of  older  family  members. 

Family  behavior  during  the  placement  process  reflects  and  is  part 
of  the  natural  continuity  of  past  relationships  from  which  it  flows. 
When  there  is  a history  of  unresolved  relationship  problems,  they  are 
often  reactivated,  intensified,  and  acted  out  at  this  time.  Practitioners 
often  see  the  flaring  of  bitter  sibling  rivalries  which  may  focus  on 
financial  planning  or  opposing  attitudes  towards  what  may  constitute 
the  best  plan  for  the  parent;  one  adult  child  may  continue  to  func- 
tion as  the  "burden-bearer,"  while  others  take  no  responsibility;  long- 
standing symbiotic  ties  between  elderly  parent  and  middle-aged  child 
may  intensify  the  suffering  at  placement,  or  even  sabotage  it  entirely. 

To  put  the  matter  in  perspective,  there  is  much  more  evidence  of 
genuine  affection  and  loyalty  between  institutionalized  older  people 
and  their  children  than  the  reverse.  The  helping  person  must  not 
permit  negative  biases  and  value  judgements  to  interfere  with  skilled 
help  focusing  on  the  total  family.  Such  help  is  a preventive  measure 
in  accordance  with  the  broadest  meaning  of  mental  health.  The  future 
well-being  of  the  clients,  as  well  as  the  outcome  in  terms  of  planning, 
can  be  affected  positively  or  negatively.  The  worker,  the  procedures, 
the  policies,  and  the  physical  setting  should  convey  consideration, 
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warmth,  and  respect.  It  is  particularly  important  to  communicate  to 
the  aged  person  that  he  has  value  and  worth  as  an  adult  human 
being,  since  so  many  have  lost  their  feelings  of  status  and  self-esteem. 

The  fullest  possible  participation  should  be  afforded  to  the  older 
person  and  all  family  members.  Practitioners  and  researchers  have 
shown  that  favorable  adjustment  to  institutional  living  depends  partly 
on  the  extent  to  which  the  older  person  actually  takes  part  in  the 
decision-making  process.  It  is  known  that  many  people  in  institutions 
had  not  been  given  sufficient  opportunity  to  do  so.  Similarly,  the 
strength  of  family  ties  has  often  been  overlooked.  Involvement  of 
family  members  from  the  very  beginning  may  avoid  many  future 
problems  for  the  staff  of  the  facility  as  well  as  for  the  clients. 

Because  the  older  person  is  often  physically  and/or  mentally  im- 
paired and  in  need  of  care,  family  members  are  likely  to  assume 
responsibility  for  planning.  This  may  be  expressed  by  the  family's 
assumption  that  it  should  make  the  decisions  and  arrangements.  It  is 
part  of  the  worker's  task  to  see  to  it  that  planning  is  carried  out  with 
the  older  person.  The  worker  should,  of  course,  respond  to  the 
family's  request  for  information  and  discussion  of  the  situation,  but 
the  older  person  should  be  brought  into  the  decision-making  process 
at  the  earliest  possible  time. 

The  degree  to  which  the  elderly  person  can  participate  may  indeed 
be  constrained  by  his  physical  or  mental  impairment.  However,  the 
worker's  expectations  are  an  important  factor.  Most  of  the  older 
people  can  participate  to  some  extent  despite  physical  and  mental 
impairment.  It  should  not  be  taken  for  granted  that  because  of 
physical  handicaps,  confusion,  or  forgetfulness,  plans  should  be  made 
without  involving  the  older  person.  Ways  can  be  found  to  permit 
even  severely  impaired  people  to  participate. 

2.  Goals  of  the  Application  Phase 

Throughout  the  application  phase,  the  social  work  goals  are: 

• to  counsel 

• to  study  and  assess 

• to  screen 

a.  TO  COUNSEL 

Theoretically,  identification  of  elderly  individuals  for  whom  insti- 
tutional care  is  appropriate  and  the  matching  of  individual  to  the  type 
of  facility  which  meets  his  needs  should  occur  at  the  earliest  possible 
point  in  time.  As  a result  of  the  scarcity  of  preventive  resources,  the 
request  for  admission  is  often  made  at  a time  of  crisis  and  without 
there  having  been  prior  access  to  evaluative  services.  It  is  therefore 
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necessary  to  assess  and  counsel  as  well  as  to  determine  eligibility  in 
accordance  with  the  admission  criteria  of  a particular  facility. 

The  restorative  process  begins  with  the  respect  and  consideration 
accorded,  examination  of  the  nature  of  the  problem,  genuine  seeking 
and  testing  of  alternatives,  offering  of  choices,  and  the  opportunity  for 
the  elderly  person  and  his  family  to  collaborate  in  the  planning.  If 
the  aged  person  who  has  suffered  multiple  personal  and  social  losses 
is  to  be  "rehabilitated"  in  mental  health  terms,  he  needs  first  to  regain 
some  sense  of  self-esteem,  value  and  self-direction.  If  the  mental 
health  of  his  family  members  is  to  be  fostered,  recognition  of  their 
own  problems  and  efforts  on  behalf  of  the  elderly  person  should 
occur  in  a context  devoid  of  blame  or  judgmental  attitudes. 

Careful  exploration  of  the  situation  is  required  to  determine 
whether  or  not  admission  to  a long-term  facility  is  the  best  plan  for 
each  old  person  and  his  family.  Resources  to  help  maintain  impaired 
older  people  in  the  community  are  badly  underdeveloped  in  this 
country.  However,  the  worker  who  sees  the  old  person  and  family  is  in 
a strategic  position  to  prevent  unnecessary  or  premature  admissions. 
Towards  this  goal,  appraisal  of  the  total  situation  includes  the  mental 
and  physical  health  of  the  applicant,  his  physical  environment,  social 
and  economic  situation,  family  relationships,  and  the  family's 
capacities.  In  addition  to  offering  help  with  the  psychological  fac- 
tors, practical  matters  should  be  dealt  with  and  the  clients  should 
be  informed  of  services  that  may  be  helpful  to  them:  counselling, 
alternative  living  arrangements,  medical  and  psychiatric  care,  financial 
entitlements,  community  care  services  (visiting  nurse,  homemaker, 
telephone  reassurance,  day  care,  etc.).  Apart  from  the  fact  that  such 
counselling  is  in  the  best  interests  of  the  older  person  himself,  it  is 
also  to  the  advantage  of  the  facility  itself,  regardless  of  auspice.  For 
example,  much  emphasis  is  currently  being  placed  by  Government 
funding  sources  on  the  payment  for  institutional  care  being  tied  to  the 
individual's  actual  condition  and  need  for  care.  Thus,  a facility  that 
accepts  inappropriate  applicants  may  find  itself  without  reimburse- 
ment. 

Many  different  patterns  will  obtain  in  the  beginning  consideration 
of  institutional  care.  Some  individuals  apply  directly  to  the  facility  and 
can  be  seen  by  the  staff  social  worker.  Others  may  be  hospitalized, 
and  the  hospital  social  workers  will  have  the  responsibility  of  helping 
them  plan.  Still  others  are  seen  by  social  workers  at  family  agencies 
or  public  welfare  agencies.  In  many  situations,  it  is  the  family  doctor 
whose  judgement  and  advice  are  decisive. 

Whatever  the  beginning  point,  social  and  medical  evaluation  should 
determine  the  suitability  of  a plan  for  long-term  care,  and  alter- 
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natives  should  be  explored  to  select  the  most  appropriate  facility. 
Referring  social  workers  should  not  limit  their  activities  to  simply 
locating  a nursing  home  with  an  available  bed.  They  should  be 
familiar  with  the  various  facilities,  keep  a file  with  up-to-date  infor- 
mation, and  review  the  situation  again  with  applicant  and/or  family 
after  the  potential  receiving  facility  has  been  visited  or  toured. 

Thus,  the  initial  contacts  are  not  a process  of  "Tunneling"  into  long- 
term care  facilities.  They  can  be  either  the  point  of  entry  into  a system 
of  community-based  services  or  the  gateway  to  the  spectrum  of 
services  provided  to  the  aged  resident  of  the  institution  and  to  his 
family. 

When  institutionalization  appears  to  be  the  plan  of  choice,  several 
concurrent  processes  follow.  Continuing  social  work  services  should 
be  given  in  relation  to  the  decision-making  process  and  its  psy- 
chological and  social  concomitants.  If  there  is  a waiting  list  for 
admission,  help  with  interim  planning  should  be  offered  and  available 
community  resources  mobilized.  Referrals  can  be  made  to  the  public 
income  maintenance  programs,  to  psychiatric  and  general  hospitals 
and  clinics,  to  family  agencies,  recreational  facilities,  nursing  homes, 
and  other  resources. 

The  counselling  process,  then,  helps  client  and  family  evaluate 
the  appropriateness  of  long-term  care  in  general,  and  specific  facilities 
in  particular.  Alternatives  are  explored  and  referrals  made  when  indi- 
cated. The  facility's  procedures,  services,  and  programs  are  inter- 
preted, and  the  implications  of  institutional  living  discussed.  In  the 
process,  clients  are  helped  to  begin  to  work  through  their  feelings  and 
problems  so  as  to  permit  the  most  constructive  use  of  the  planning 
and  admission  processes. 

b.  TO  STUDY  AND  ASSESS 

The  second  major  goal  of  the  application  phase  is  to  study  and 
assess.  The  importance  of  an  interdisciplinary  approach  has  already 
been  stressed  above  in  chapters  3 and  5.  Such  collaborative  efforts 
must  recognize  that  determination  of  the  "best"  plan  is  highly  in- 
dividualized. 

Although  several  applicants  may  be  strikingly  similar  in  their 
diagnoses  and  capacities,  family  and  social  factors  may  indicate 
different  solutions  for  each.  One  may  be  able  to  remain  in  his  own 
home,  another  move  to  the  home  of  an  adult  child,  and  another  may 
find  institutional  care  the  choice  plan.  The  ultimate  decision  is  based 
on  evaluation  of  the  total  situation:  the  older  person's  resources 
(physical,  mental,  functional,  social),  the  family's  resources,  and  the 
available  community  resources. 
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A vital  part  of  the  assessment  is  the  development  of  a good  social 
history  (appendix  A)  to  identify  the  older  person's  social  needs,  his 
interests,  capacities,  and  relationships.  Such  a history  is  basic  to 
planning  and  treatment  both  in  and  out  of  the  long-term  care  facility. 
It  should  contain  relevant  information  about  the  individual's  socio- 
economic, educational  and  cultural  background,  previous  life  style, 
life  experiences,  and  adaptive  patterns,  his  capacities,  interpersonal 
relationships,  occupational  and  recreational  interests,  attitudes  and 
responses  to  group  living,  and  adjustment  to  current  impairments. 
Pertinent  information  should  be  elicited  from  the  older  person,  family 
members,  physician,  and  social  and  health  agencies  to  which  he  is 
known. 

The  assessment,  then,  relates  to  the  issue  of  whether  placement  or 
another  plan  is  indicated,  to  matching  the  older  person  to  an  appro- 
priate facility,  to  developing  suitable  plans  for  interim  care,  and  to 
formulating  treatment  goals  when  he  is  admitted  to  the  facility. 

c.  TO  SCREEN 

The  third  goal  is  to  screen.  The  admission  criteria  of  different  types 
of  facilities  determine  the  nature  of  the  screening  procedures.  How- 
ever, they  are  generally  geared  to  identifying  those  whose  needs  for 
care  cannot  be  met  by  the  admitting  facility  or  those  with  com- 
municable diseases.  An  example  of  the  former  might  be  a person 
whose  behavior  is  dangerous  to  himself  or  others;  he  may  require 
psychiatric  hospital  care,  but  be  inadmissible  to  a voluntary  home  or 
proprietary  nursing  home  that  cannot  provide  necessary  protection. 

/.  Formulation  of  Admission  Policies  and  Eligibility  Criteria 

In  voluntary  homes,  admission  policies  and  requirements  are 
generally  formulated  by  the  board  of  directors  and  the  social  service 
committee.  Within  the  broad  policy  framework,  the  department  of 
social  work  is  responsible  for  social  evaluation  of  each  individual 
request  for  admission;  the  medical  department  determines  medical 
eligibility.  Consultation  and  decisions  may  be  requested  from  the 
administrator  in  appropriate  situations.  Unusual  cases  requiring  modi- 
fication or  waivers  of  policy  may  be  presented  to  the  social  service 
committee  (see  chapter  12,  section  E). 

ii.  Age  and  Residence 

As  chapter  3 pointed  out,  12  percent  of  nursing  home  residents  and 
30  percent  of  mental  hospital  patients  are  under  65.  Most  proprietary 
nursing  homes  accept  people  of  all  ages. 

In  voluntary  homes,  applicants  are  generally  required  to  be  65  years 
old  or  over.  Often,  they  must  be  residents  of  the  specific  geographic 
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area  served  by  the  home.  However,  these  policies  should  not  be 
applied  rigidly,  but  may  be  waived  for  special  situations.  Such  waivers 
should,  of  course,  be  approved  by  those  responsible  for  policy — e.g., 
the  administrator,  the  board,  or  the  social  service  committee.  Waivers 
are  usually  based  on  judgement  as  to  the  appropriateness  of  the  place- 
ment, and  reflect  consideration  of  the  applicant's  physical  and  emo- 
tional needs.  Examples  of  such  exceptions  are: 

• Persons  under  65  for  whom  other  facilities  are  not  available  may 
be  considered  if  they  require  the  kind  of  care  available  at  the  facility 
and  if  the  applicant's  (and  his  family's)  judgement  and  that  of  the 
social  worker  agree  that  he  would  be  comfortable  in  the  atmosphere 
of  the  particular  facility. 

• Nonresidents  of  the  area  may  be  considered  if  their  children  are 
residents  or  if  they  had  formerly  been  residents  and  their  close  asso- 
ciations and  ties  are  in  this  particular  area. 

Hi.  Social  Requirements 

The  social  work  process  ensures  that  the  applicant  has  need  for  the 
care  and  services  of  the  facility  and  that  it  is  the  most  appropriate 
plan  possible. 

Admission  to  a facility  should  be  voluntary.  If  able  to  do  so,  the 
applicant  expresses  his  desire  and  willingness  to  become  a resident. 
If  he  is  mentally  impaired  to  a degree  which  renders  him  incompetent 
to  make  such  a decision,  his  responsible  relatives  may  do  so.  No  one, 
however,  should  be  forcibly  "committed"  to  any  facility  except  to  a 
mental  hospital  after  required  legal  procedures. 

iv.  Health 

Health  requirements  should  be  consonant  with  the  services  the 
facility  is  equipped  to  offer.  The  details  of  the  evaluation  process  are 
described  below.  It  should  be  noted  that  many  people  who  formerly 
were  considered  "not  acceptable,"  notably  the  mentally  impaired 
aged,  can  be  successfully  maintained  in  nonpsychiatric  facilities 
through  appropriate  approaches  to  care. 

3.  Application  Procedures 

The  specific  procedures  to  be  described  are  adapted  from  those 
in  use  at  the  Philadelphia  Geriatric  Center.  They  are  administered 
flexibly  in  accordance  with  the  unique  needs  of  each  situation  and 
are  constantly  being  modified.  It  is  self-evident  that  they  would 
require  adaption  to  other  settings. 

There  are  three  types  of  cases,  designated  by  the  descriptive  titles: 

(a)  Inquiry 
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(b)  Reception  case 

(c)  Application  case 

a.  INQUIRIES 

Inquiries  and  reception  cases  may  or  may  not  eventuate  in  appli- 
cation. In  order  to  provide  continuity,  every  effort  is  made  to  have 
the  same  social  worker  carry  the  case  from  initial  contact  through 
actual  admission.  When  it  is  necessary  for  a case  to  be  transferred, 
this  should  be  discussed  with  the  clients  and  the  new  worker  intro- 
duced to  facilitate  the  transition. 

An  inquiry  is  the  initial  contact  on  each  case  and  may  be  by  means 
of  letter,  telephone,  or  "walk-in."  A card-form  is  used  by  the  worker 
to  note  identifying  data  and  other  brief  information  (appendix  B)  and 
then  kept  in  a central  file  for  future  reference.  (If  a formal  application 
is  subsequently  made,  the  information  on  the  card  is  incorporated 
in  the  case  record  dictation  and  the  card  itself  is  destroyed.)  The 
inquiry  may  be  a brief  contact  during  which  appropriate  referrals 
are  made,  general  information  given,  or  an  appointment  for  an 
interview  is  arranged. 

b.  RECEPTION  CASES 

A reception  case  is  one  in  which  there  are  several  contacts  or  in 
which  at  least  one  interview  takes  place.  This  designation  continues 
until  a completed  application  is  returned  to  the  facility.  "Reception" 
may  encompass  diverse  activities  such  as  a home  visit,  several  inter- 
views, referral  to  other  agencies,  medical  and/or  psychiatric  con- 
sultation, and  obtaining  medical  history  and  information.  When 
appropriate,  the  application  forms  may  be  given  at  the  applicant's 
request  after  the  exploratory  first  interview.  Whenever  an  interview 
has  taken  place,  it  should  be  recorded  by  the  worker  in  summary 
form.  A suggested  outline  for  this  dictation  appears  as  appendix  C. 
Of  course,  not  all  of  the  indicated  information  is  always  obtained 
during  the  first  interview,  but  can  be  elicited  subsequently. 

c.  APPLICATION  CASES 

Application  forms  include  the  formal  application  for  admission 
(appendix  D);  medical  history  form  to  be  completed  by  the  appli- 
cant's physician  (appendix  E);  and  authorization  to  obtain  abstracts 
of  hospital  records  (appendix  F).  However  the  application  form  is 
arranged,  it  can  begin  to  assemble  social  and  medical  information 
that  is  needed  administratively  and  that  will  be  useful  in  developing 
treatment  plans:  identifying  information  about  applicant  and  family, 
social  and  medical  history,  education,  occupational  and  recreational 
interests,  and  financial  situation.  Some  States  still  require  adult  chil- 
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dren  to  be  legally  responsible  for  support  of  elderly  parents  who 
require  financial  aid.  In  such  areas,  the  social  worker  may  ask  for 
specific  information  about  the  financial  circumstances  of  the  adult 
children  in  order  to  interpret  financial  expectations. 

When  received,  the  forms  are  reviewed  for  completion,  and  an 
application  case  record  is  set  up  (see  chapter  12,  section  B).  Letters 
are  sent  to  applicant  and  family  acknowledging  receipt  of  application 
forms,  and  to  hospitals  for  abstracts  of  clinic  attendance  or  hospital- 
ization. 

d.  THE  INTAKE  STUDY 

Careful  assessment  of  each  applicant  from  different  vantage  points 
is  an  essential  preliminary  to  appropriate  placement  and  care.  The 
well-rounded  assessment  provides  guidelines  for  such  matters  as 
"matching"  of  roommates,  placement  in  accordance  with  functional 
capacities,  and  development  of  medical,  rehabilitative,  social,  recrea- 
tional, and  occupational  treatment  plans. 

/.  Casework  Services 

There  are  four  major  themes  in  the  Intake  Study  that  are  carried 
on  concurrently: 

Though  this  manual  does  not  address  itself  to  the  dynamics  of  the 
case  work  process,  it  assumes  that  skilled  help  is  offered  throughout 
every  aspect  of  the  decision-making  and  the  evaluation  process.  The 
applicant  and  family  should  have  an  opportunity  to  tour  the  facilities; 
the  applicant  may  be  invited  to  lunch  and  to  participate  in  some  of 
the  activities.  Such  opportunities  provide  a realistic  concept  of  life 
in  the  institution,  serve  to  prepare  the  older  person  for  admission, 
and  ease  the  transition. 

//.  Financial  Planning 

Financial  arrangements  vary  widely  in  different  facilities.  However, 
it  is  essential  for  all  concerned  to  discuss  these  in  detail  prior  to 
admission  so  that  they  understand  their  rights  and  responsibilities. 
Resources  of  the  applicant  himself  should  be  reviewed  to  ensure 
awareness  of  available  financial  entitlements.  The  fact  that  family 
problems  often  focus  on  finances  underlines  the  need  for  sensitivity 
and  skill  in  dealing  with  this  matter. 

Hi.  Social  Evaluation 

The  applicant  may  have  some  characteristics  in  common  with  others 
who  reside  in  long-term  care  facilities.  However,  he  is  a unique  in- 
dividual with  his  own  particular  set  of  life  experiences,  personality, 
modes  of  adaptation,  wishes,  preferences,  needs,  family  relationships, 


82 


A SOCIAL-WORK  GUIDE  FOR  LONG-TERM  CARE  FACILITIES 


and  reactions  to  the  new  and  often  painful  experience  he  is  under- 
going. A good  social  history  is  invaluable  in  understanding  him  as  an 
individual  and  in  developing  plans  to  support  his  social  functioning 
during  the  application  process  and  after  admission.  A suggested  out- 
line for  a social  history  is  appended  (appendix  A). 

/V.  Health  Evaluation 

Health  includes  medical,  psychological,  and  psychiatric  aspects  of 
the  older  person's  functioning.  While  it  is  extremely  important  to  have 
accurate  and  complete  medical  information,  in  the  elderly  function 
(i.e.,  capacities,  rather  than  diagnosis  or  pathology)  is  the  most  useful 
measure  to  determine  services  required.  The  different  aspects  of 
health  are  combined  here  because  physical  and  mental  health  of  the 
elderly  are  so  clearly  related.  There  is  a high  correlation  between 
physical  and  mental  illness,  no  sharp  line  of  demarcation  can  be 
drawn  between  them,  mental  and  physical  illness  affect  each  other, 
and  the  symptoms  of  impairment  in  each  sphere  often  mask  and 
exacerbate  each  other.  Therefore,  methods  that  measure  functioning 
capacity  are  an  important  part  of  evaluation. 

Information  about  health  of  applicants  may  be  obtained  from  a 
variety  of  sources:  the  family  doctor,  the  hospital,  the  family,  and  the 
older  person  himself.  At  the  PGC,  abstracts  are  obtained  from  hos- 
pitals, the  family  doctor  completes  a form  (appendix  E);  and  a medical 
history  is  taken  at  the  Center  (appendix  G).  Prior  to  admission  the 
applicant  is  given  a thorough  examination  by  a staff  physician,  and  has 
a chest  X-ray  and  laboratory  studies.  At  that  time,  the  examining 
physician  completes  the  physical  classification  scale  (appendix  H) 
that  indicates  the  level  of  care  required  from  a functional  standpoint. 
The  nurse  who  has  assisted  at  the  examination  also  notes  on  the 
examination  protocol  her  estimate  of  the  applicant's  need  for  care. 
Her  judgement  is  based  on  her  direct  observation  of  the  older  per- 
son's capacity  to  perform  tasks  of  daily  living  such  as  dressing  and 
undressing,  responding  to  instructions,  and  ambulating. 

The  social  worker  administers  and  completes  four  forms:  PGC 
Behavior  and  Adjustment  Classification  Scale  (appendix  I);  PGC 
Physical  Self-Maintenance  Scale  (appendix  J);  PGC  Instrumental  Ac- 
tivities of  Daily  Living  Scale  (appendix  K);  and  the  Kahn-Goldfarb 
Mental  Status  Questionnaire  (appendix  L). 

Some  facilities  require  that  all  applicants  be  seen  by  the  staff  psy- 
chiatrist. When  psychiatric  time  is  limited,  the  psychiatrist  may  see 
only  applicants  whose  history  includes  severe  or  repeated  psychiatric 
disorder  or  those  for  whom  the  social  worker  requests  an  evaluation. 
Severely  disordered  behavior  or  indications  that  an  applicant  might 
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present  an  exceptional  management  problem  are  examples  of  the 
kinds  of  persons  requiring  such  evaluation. 

When  complete,  these  various  histories,  protocols,  and  evaluation 
forms  constitute  a "portfolio"  that  provides  a profile  of  the  physical, 
mental,  emotional,  and  functional  status  of  the  applicant.  The  social 
worker  by  this  time  will  have  formed  a judgement  about  the  admissi- 
bility of  the  applicant  and  the  locale  within  the  facility  required. 
Most  often,  social  worker,  physician,  and  nurse  agree. 

v.  Placement  Conference 

On  occasion,  the  professionals  involved  may  disagree  on  admissi- 
bility or  placement  needs,  or  a particular  individual  may  present 
exceptional  problems  that  make  such  judgements  difficult.  In  such 
instances,  a consensus  decision  can  be  reached  in  the  course  of  a 
conference  at  which  the  professionals  concerned  and  the  adminis- 
trator of  the  facility  are  present. 

vi.  Approval 

When  the  Intake  Study  has  been  completed,  the  social  worker 
writes  a "Completion  Summary"  (appendix  M).  The  summary  in- 
cludes social,  financial,  classification,  and  placement  information.  The 
case  record  is  then  reviewed  by  the  director  of  the  social  work  depart- 
ment, and  the  applicant's  name  is  placed  on  the  active  waiting  list. 
The  social  worker  advises  applicant  and  family  of  approval  and 
explains  that  admission  will  take  place  when  an  appropriate  vacancy 
occurs. 

e.  REJECTED  APPLICATIONS 

Depending  upon  the  admission  criteria  and  type  of  services  of  a 
particular  facility,  it  may  be  necessary  to  refuse  admission  to  some 
individuals.  In  such  situations,  every  effort  should  be  made  to  handle 
the  refusal  as  constructively  as  possible:  to  interpret  the  reasons  the 
facility  is  not  appropriate,  to  handle  the  feelings  engendered,  and  to 
help  applicant  and  family  obtain  needed  counseling,  services,  and 
care. 

B.  THE  WAITING  PERIOD 

Many  institutions  have  waiting  lists  for  admission,  in  some  instances 
necessitating  a long  interval  between  application  and  actual  admis- 
sion. It  has  been  found  that  many  of  the  negative  effects  usually 
attributed  to  living  in  an  institutional  environment  actually  occur 
during  the  waiting  period.  Observations  of  hundreds  of  older  people 
provide  some  clues  to  the  reasons.  The  physical,  emotional,  and  eco- 
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nomic  stresses  which  contributed  to  the  need  for  application  may  be 
unrelieved.  Practical  measures  to  ease  this  period  are  to  a large  extent 
frustrated  by  the  scarcity  of  community  services  (such  as  day  care, 
homemaker,  or  temporary  care  facilities),  and  by  the  unavailability 
of  financial  aid  to  enable  the  family  to  purchase  services  for  the 
amelioration  of  acute  pressures.  Psychologically  the  elderly  person 
(and  family)  are  in  an  uncertain  limbo  and  the  painful  separation 
process  is  prolonged  and  unresolved. 

To  compound  the  difficulties,  the  old  person  often  is  subjected  to 
the  additional  stress  of  frequent  moves.  Various  studies  have  noted  a 
preinstitutionalization  acceleration  of  mobility.  In  one  study,  40  per- 
cent of  applicants  to  a long-term  care  facility  had  moved  at  least 
once  during  the  year  preceding  application.  During  the  first  year 
after  application,  while  on  the  waiting  list,  73  percent  moved  at 
least  once  and  many  moved  several  times.  These  applicants  moved 
at  least  five  times  as  often  as  older  people  in  the  total  population. 

Sustaining  the  relationship  between  institution  and  clients  during 
the  waiting  period  is  of  value.  The  social  worker  should  invite  and 
periodically  initiate  telephone  or  personal  contacts  in  order  to  provide 
reassurance  of  the  institution's  continuing  awareness  of  their  need 
for  admission,  to  offer  help  with  new  emergencies  which  arise,  to 
keep  abreast  of  the  changing  condition  and  needs  of  applicant  and 
family,  and  to  give  continuing  case  work  support. 

Various  devices  may  be  employed  to  organize  the  waiting  list  so 
that  information  is  readily  available.  An  alphabetical  card  file  can  be 
supplemented  by  a "Control  Board."  If  the  facility  is  organized  by 
different  levels  of  care,  applicants  can  be  listed  by  appropriate  area. 
Brief  information  such  as  name  of  applicant,  age,  sex,  and  date  of 
application  can  be  included.  Such  a control  board  provides  a graphic 
picture  of  the  size  and  composition  of  the  waiting  list  and  the  extent 
of  the  need  for  various  facilities.  It  also  serves  to  facilitate  selection 
of  an  applicant  when  a vacancy  occurs. 

1.  Deferred  or  Waiting  List 

Long-term  care  facilities  often  receive  applications  from  individuals 
who  are  seeking  the  security  of  connection  with  the  agency  in  the 
event  of  future  need,  but  who  prefer  to  defer  admission  as  long  as 
possible.  It  has  been  found  useful  to  maintain  a "deferred"  list — that 
is,  to  encourage  such  individuals  to  remain  in  the  community,  while 
assuring  them  of  consideration  for  admission  in  accordance  with  the 
original  date  of  application  if  and  when  their  changed  circumstances 
require  institutional  care  and  protection.  Experience  has  shown  that 
many  deferred  applicants  either  avoid  or  postpone  institutional- 
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ization.  The  access  to  an  interested  counsellor  and  the  knowledge 
that  protection  is  available  provide  the  psychological  security  needed 
to  sustain  them.  It  is,  of  course,  of  paramount  importance  to  help 
this  group  avail  itself  of  existing  services  in  the  community. 

2.  Selection  for  Admission 

When  a waiting  list  exists  and  a vacancy  occurs,  the  selection  of  an 
applicant  from  among  many  in  need  is  a delicate  and  sometimes 
painful  task.  Unfortunately,  there  are  no  hard  and  fast  rules  to  govern 
the  selection.  However,  some  of  the  critical  factors  that  should  be 
taken  into  consideration  can  be  identified. 

The  primary  consideration  is  the  area  in  which  the  vacancy  occurs 
if  different  levels  of  care  exist  within  the  facility.  Obviously,  if  the 
older  person  is  in  need  of  intensive  medical  and  nursing  care,  it 
would  not  be  in  his  best  interests  to  place  him  in  an  area  in  which 
only  "routine"  supervision  is  available.  Conversely  it  would  be  in- 
appropriate to  use  an  intensive-care  bed  for  a relatively  intact 
individual. 

Other  factors  are: 

• Date  of  application.  That  is,  priority  consideration  to  those  who 
have  been  waiting  longest. 

• Stress  on  applicant  and/or  family.  The  social,  emotional,  physi- 
cal, and  economic  urgency  should  be  weighed  carefully.  Social  and 
emotional  factors  might  be,  for  example,  exacerbated  relationship 
problems  due  to  presence  of  the  older  person  in  an  adult  child's 
home;  adult  children  losing  time  from  work  or  other  hardship 
because  of  need  to  care  for  the  parent;  lack  of  supportive  relatives. 
Physical  stress  might  be  the  older  person  living  under  environmental 
conditions  acutely  dangerous  to  his  health  and  even  survival;  the 
applicant  needs  nursing/medical  care  that  the  family  cannot  provide; 
the  family  members  may  be  ill  or  damaging  their  own  health  in  order 
to  care  for  the  parent.  If  the  facility  is  nonprofit,  the  applicant  may 
be  given  consideration  if  he  and  his  family  do  not  have  the  resources 
to  purchase  care  elsewhere. 

• Advanced  old  age.  Other  factors  being  equal,  a 95-year-old  might 
be  given  priority  over  younger  applicants. 

• Finally,  if  the  vacancy  is  not  in  a private  room,  the  personality 
and  characteristics  of  the  current  occupants  must  be  considered  in  an 
attempt  to  "match"  roommates. 

Though  no  absolute  hierarchy  of  considerations  can  be  established, 
all  factors  should  be  considered  and  balanced,  and  the  best  judgment 
of  the  responsible  professionals  exercised. 
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C.  ADMISSION 

The  actual  transition  from  previous  residence  to  the  long-term  care 
facility  is  a critical  time.  Although  psychological  preparation  should 
have  begun  with  the  very  first  contact,  the  reality  of  the  imminent 
move  has  its  own  impact  The  physical  disruptions  are  self-evident. 
Inevitably,  fears  and  anxieties  of  applicant  and  family  are  restimulated, 
and  there  is  a psychological  recapitulation  of  the  decision-making 
process. 

The  duration  of  the  transitional  phase  varies  greatly  from  one  older 
person  to  another.  In  general,  a discerning  professional  can  judge 
when  the  new  resident  has  really  "moved  in"  to  the  long-term  facility. 
The  manner  in  which  this  phase  is  handled  colors  the  future  course  of 
the  older  person's  life.  Intensification  of  services  is  a necessity  in 
easing  this  period. 

Change  is  difficult  at  any  age  level,  and  more  so  when  one  is  old, 
ill,  and  views  the  change  as  beyond  his  control  and  as  moving  for  the 
last  time.  Certainly,  preventive  services  applied  at  an  earlier  point  in 
time  are  of  prime  importance,  so  that  applicants  and  families  do  not 
arrive  at  the  institution's  doors  exhausted  and  overwhelmed,  having 
exceeded  the  saturation  point  of  human  endurance  for  stress.  Psycho- 
logical preparation  for  admission  cannot  be  separated  from  the  reali- 
ties of  the  existence  (or  nonexistence)  and  utilization  of  appropriate 
services  prior  to  application  and  during  the  waiting  period. 

1.  Relocation  Effect 

Various  studies  have  described  the  phenomenon  called  "relocation 
effect"  or  "transplantation  shock,"  i.e.  apparent  negative  effects  (in- 
cluding increased  death  rate)  on  older  people  when  change  of  resi- 
dence takes  place.  However,  more  study  is  required  since  all  the 
evidence  is  not  yet  available.  Furthermore,  despite  efforts  to  avoid 
moving  or  institutionalization,  it  is  a fact  of  life  that  relocation  occurs, 
and  that  often  it  is  in  the  best  interests  of  the  older  person  and  his 
family  to  make  those  moves.  Research  and  clinical  literature  do  pro- 
vide clues  to  ways  of  minimizing  transportation  shock.  There  are 
positive  values  in  terms  of  favorable  adjustment  to  institutional  living 
if  the  older  person  participates  to  the  fullest  degree  possible  in  the 
decision-making  process;  if  the  applicant  has  been  provided  with 
opportunities  for  choice;  and  if  there  has  been  careful  individualized 
preparation  for  the  move  via  counseling  and  orientation.  One  study 
in  which  there  were  no  negative  effects  of  moving  attributed  the 
finding  to  the  fact  that  the  older  people  moved  voluntarily. 

There  is  evidence  that  those  who  are  confused  and  disoriented,  the 
physically  ill,  and  the  involuntarily  located,  fare  poorly  when  moved 


SERVICES  TO  APPLICANTS  AND  FAMILIES:  BECOMING  A RESIDENT 


87 


as  compared  to  other  groups.  One  explanation  advanced  for  the 
effect  on  the  confused  individual  is  that  while  he  is  not  sufficiently 
in  contact  to  understand  advance  explanations  of  a move,  he  is  never- 
theless sufficiently  aware  of  familiar  environmental  cues  to  become 
disturbed  when  the  cues  are  no  longer  at  hand.  According  to  this 
hypothesis,  the  senile  psychotic  individual  cannot  prepare  for  a 
change  and  when  the  change  occurs,  he  lacks  the  adaptive  capacity 
to  cope  with  it.  It  also  may  be  that  psychological  helping  techniques 
developed  in  relation  to  those  with  intact  cognitive  thinking  are  not 
applicable  to  this  group,  and  that  methods  of  working  with  them  have 
not  yet  been  developed  fully.  Their  relative  inability  to  participate  in 
a "willingness  choice-making"  decision  process  is  compounded  too 
often  by  negative  lay  and  professional  attitudes  which  deny  them  the 
opportunity  for  participation  with  the  limits  of  their  capacities.  Cer- 
tainly, the  vulnerability  of  such  older  people  has  implications  for 
setting  priorities  in  service  and  for  experimentation  with  methods  of 
modifying  negative  effects. 

Transplantation  shock  is  usually  discussed  in  relation  to  the  elderly 
individual.  However,  the  family  also  experiences  the  impact  of  reloca- 
tion of  its  older  family  member.  Family  anxieties  can  intensify  the 
difficulties  for  the  older  person  who,  whether  intact  or  impaired 
mentally,  is  sensitive  to  his  family's  feeling.  Therefore,  admission 
services  should  be  focussed  on  the  family  as  well  as  the  individual 
older  person. 

2.  Preadmission  Procedures 

When  a suitable  vacancy  occurs,  the  applicant  and  family  are 
notified  by  the  social  worker  that  there  is  the  possibility  of  admission 
and  an  interview  is  arranged  at  the  institution  if  possible. 

a.  PREPARING  APPLICANT  AND  FAMILY 

The  purposes  of  the  preadmission  interview  are: 

• To  offer  casework  help  to  the  applicant  and  family  in  their  psy- 
chological recapitulation  of  the  decision-making  process,  and  to  give 
them  an  opportunity  to  express  and  receive  help  with  the  feelings 
stimulated. 

• To  reassess  functional  capacities  and  bring  health  information  to 
date,  since  the  capacities  of  older  people  may  change  rapidly. 

• To  schedule  medical  examination  if  this  has  not  already  taken 
place.  Chest  X-ray  must  have  been  taken  within  the  past  6 months. 

• To  review  financial  arrangements. 

The  worker  who  will  be  giving  services  to  the  resident  after  admis- 
sion is  included  in  the  interview  and  participates  in  making  specific 
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admission  arrangements.  He  shows  the  applicant  and  family  the  room 
available,  introduces  the  prospective  roommate,  and  answers  any 
questions  about  the  facilities  and  services  of  the  particular  area. 

Other  goals  of  the  preadmission  interview(s),  with  applicant,  social 
worker  and  resident  social  worker  present,  are: 

• To  permit  the  older  person  to  participate  in  the  admission 
process,  and  to  forge  links  from  past  to  future.  For  example,  choices 
are  developed  and  offered  deliberately:  what  day  they  wish  to  arrive, 
what  small  articles  they  wish  to  bring  (family  photos,  a favorite  chair, 
a radio,  T.V.,  plants,  etc.). 

• To  review  the  mechanics  of  admission.  To  set  the  time  and  date 
of  admission,  to  discuss  what  clothing  should  be  brought  and  how  it 
should  be  marked,  to  explain  that  drugs  and  instructions  should  be 
brought  to  be  given  to  the  nurse,  etc. 

The  social  worker  gives  the  applicant  and  family  a "Welcome 
Booklet"  that  introduces  and  orients  them  to  the  services  and  pro- 
grams of  the  facility.  It  notes  important  names  (roommate,  social 
worker,  nurse,  doctor)  and  describes  events  that  will  take  place  soon 
after  admission  (medical  examination,  laboratory  studies,  etc.).  The 
booklet  also  contains  factual  information  about  visiting  hours,  meal- 
times, laundry,  canteen,  and  a host  of  other  matters. 

At  the  end  of  the  interview,  the  social  worker  informs  the  client 
that  he  will  be  present  when  the  applicant  arrives  and  will  continue 
to  be  available  to  work  with  him.  An  appointment  is  arranged  with 
the  family  for  several  days  after  admission.  It  is  made  clear  that  the 
social  worker  will  see  the  applicant  daily  for  a time  and  that  he  will 
also  be  in  contact  with  the  resident  social  worker  on  his  floor. 

Note:  The  application  social  worker  will  transfer  the  case  to  the 
resident  social  worker  at  a time  decided  upon  by  both — usually  when 
the  initial  adjustment  period  is  over.  Since  the  resident  social  worker 
has  an  office  on  the  floor  and  makes  daily  rounds,  both  social  workers 
will  be  active  simultaneously  for  a time  and  must  coordinate  their 
activities. 

b.  PREPARING  RESIDENTS  AND  STAFF 

Just  as  efforts  are  made  to  prepare  applicant  and  family  for  admis- 
sion, the  facility,  its  residents  and  its  personnel  must  be  prepared 
to  receive  him.  Whether  referrals  and  evaluations  have  been  made 
by  other  agencies,  or  the  facility  has  its  own  social  work  staff,  relevant 
social  and  medical  information  should  be  made  available  to  the 
administrator  of  the  receiving  facility  to  enable  him  to  plan  for  the 
older  person's  care  and  treatment. 

A variety  of  tasks  should  be  carried  out  prior  to  admission: 
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• The  occupant(s)  of  the  room  should  be  prepared  for  their  new 
roommate. 

• The  social  worker  should  write  a social  summary  of  the  case 
which  subsequently  will  be  incorporated  in  the  social  service  section 
of  the  medical  chart.  A suggested  outline  for  the  summary  appears 
as  appendix  N.  In  order  to  personalize  the  new  resident  and  to  orient 
staff  to  his  needs,  it  should  include  in  concise  form  brief  social  infor- 
mation that  bears  on  the  care,  treatment  and  program  planning  for 
the  new  resident,  and  present  his  unique  needs,  capacities,  family 
relationships,  interests,  and  background.  Care  should  be  taken  not  to 
include  information  that  would  violate  the  principle  of  confiden- 
tiality. Copies  of  the  summary  can  be  distributed  to  all  department 
heads  (administration,  recreation,  P.T.,  volunteers,  housekeeping, 
maintenance,  food  service,  etc.)  to  enable  them  to  prepare  for  and 
offer  personalized  help  to  the  new  resident. 

• All  health  reports  and  forms  should  be  incorporated  in  the 
resident's  medical  chart. 

• Notification  of  admission  with  appropriate  relevant  information 
should  be  sent  to  all  departments. 

• Interdisciplinary  preadmission  case  conference  is  desirable  to 
review  available  information  about  the  potential  new  resident  in 
order  to  develop  a coordinated  treatment  plan.  It  is  wise  to  schedule 
a brief  additional  meeting  at  a prescribed  time  after  admission  in 
order  to  evaluate  the  resident's  adjustment  and  reformulate  the  plan 
if  necessary.  (The  principles  underlying  interdisciplinary  conferences 
are  discussed  in  chapter  7.) 

c.  A WELCOMING  ATMOSPHERE 

Beyond  these  preparations  a variety  of  other  means  can  be  em- 
ployed to  create  a welcoming  atmosphere.  The  attitudes  and  warm 
concern  of  all  staff  are  of  utmost  importance.  Some  facilities  have 
welcoming  committees  of  other  residents.  At  the  PGC,  a small 
bouquet  of  flowers  for  ladies  and  a plant  for  men  greet  the  new 
arrival.  A handwritten  letter  extending  a welcome  and  warm  good 
wishes  from  the  agency's  board  awaits  him.  In  addition,  an  "orienta- 
tion volunteer"  is  on  hand  to  greet  the  new  resident  and  to  stay  with 
him  throughout  the  first  day  or  two.  The  goal  is  to  provide  a friendly, 
interested  person  who  can  help  the  resident  familiarize  himself  with 
the  routines,  location  of  facilities,  services,  and  personnel  of  the 
institution.  The  volunteer  smooths  the  way  and  reports  any  problems 
that  may  arise  to  the  social  worker.  Such  volunteers  must,  of  course, 
receive  special  training  from  the  social  worker  and  work  under  close 
supervision. 
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3.  Admission  Day 

On  arrival  the  new  resident  and  family  are  greeted  by  the  applica- 
tion social  worker,  the  resident  social  worker,  and  the  orientation 
volunteer.  All  except  the  volunteer  are  present  at  the  brief  admission 
formalities  that  take  place  in  the  office  of  the  administrator.  The  nurse 
is  introduced,  assures  the  resident  of  continuity  of  medical  care,  and 
takes  charge  of  medications.  He  is  then  accompanied  to  his  room  by 
resident  social  worker,  volunteer,  and  family  members.  Family  mem- 
bers are  encouraged  to  remain  as  long  as  possible  to  help  with  the 
initial  tasks  of  unpacking  and  getting  settled.  The  resident  social 
worker  takes  an  active  role  in  preliminary  orientation. 

The  social  workers  (application  and  resident)  offer  intensive  serv- 
ices during  the  adjustment  period.  The  goals  are  to  provide  support 
and  understanding,  and  to  help  the  resident  become  part  of  the 
institutional  community,  feel  comfortable  and  familiar  with  the 
physical  facilities,  and  use  the  services  and  programs. 
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Services  to  Residents 
and  Families 

Residence  Phase 

A.  PHILOSOPHY  OF  CARE 

The  basic  goal  of  long-term  care  facilities  stems  from  the  meaning 
of  the  word  "life."  Life  is  defined  by  Webster  as  animate  existence, 
as  that  which  imparts  or  excites  spirit  or  vigor,  the  exercise  of  vital 
activities.  Implicit  in  this  definition  is  a rejection  of  the  notion  of 
"custodial"  care  in  favor  of  a positive  philosophy  of  active  treatment 
and  rehabilitation.  The  three  interrelated  and  mutually  dependent 
components  of  "life"  in  an  institution  are: 

1.  Basic  maintenance  services  to  preserve  biological  life,  such  as 
adequate  shelter,  food,  and  sanitation. 

2.  Medical  and  paramedical  services  to  foster  maximum  physical 
health  and  functioning  capacities. 

3.  Psychosocial  components:  (a)  a physical  and  social  climate 
designed  to  communicate  a view  of  each  elderly  person  as  a unique 
and  dignified  individual,  and  (b)  life-enriching  and  life-enhancing 
services  to  help  the  medically  maintained,  rehabilitated,  personalized, 
humanized  individual  live  with  full  realization  of  his  potential  for 
enjoyment. 

There  is  agreement  among  practitioners  and  research  investigators 
on  the  importance  of  meticulous  attention  to  medical,  paramedical, 
psychiatric,  and  nutritional  services.  Although  there  is  a welcome 
trend  to  inject  strong  medical  programming,  it  is  still  neglected  in 
many  facilities.  As  important  as  providing  quality  health  care,  is  the 
manner  in  which  those  health  services  are  given:  the  patience,  com- 
passion, kindness,  and  respect,  with  the  caring  and  hope  they  convey. 

If  only  maintenance  and  medical  components  of  care  are  attended 
to,  the  needs  of  elderly  residents  are  only  partially  met.  Social  death 
may  occur  though  biological  life  is  maintained.  The  frontiers  of  long- 
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term  care  therefore  must  be  pushed  beyond  survival,  subsistence,  and 
the  treatment  of  disease  to  dignity  and  enjoyment.  To  underscore,  life 
must  be  invigorated  as  well  as  supported;  mere  existence  is  impov- 
erished and  sterile  if  it  is  not  animate.  To  give  life  meaning  through 
dignity,  enrichment,  and  enjoyment,  it  is  essential  to  emphasize  the 
positives  (existing  or  potential);  to  build  on  the  healthy  areas:  the 
strengths,  function,  self-determination,  humor,  assertiveness,  capacity 
for  enjoyment,  creativity,  gratification  of  work,  and  satisfaction  of 
accomplishment.  Special  efforts  should  be  made  to  support  meaning- 
ful personal  relationships  and  to  provide  opportunities  for  continuity 
of  social  roles — roles  such  as  that  of  parent,  sibling,  friend,  group 
member,  worker,  and  participant  in  recreational  activities. 

The  negative  effects  of  institutionalization  have  received  consider- 
able attention  in  the  literature.  It  has  also  been  pointed  out  that  the 
poor  mental  health  of  many  residents  is  due  to  the  nature  of  the 
population  as  well  as  to  the  institutional  environment  per  se,  and  that 
various  institutions  have  different  characteristics  which  may  affect 
their  elderly  residents  in  different  ways.  Certainly,  the  constructive 
approach  is  to  work  with  both  individual  and  environment.  Identifica- 
tion of  negative  factors  offers  clues  to  possible  remedies. 

A sense  of  autonomy  and  control  over  one's  own  destiny  are  over- 
riding factors  conducive  to  mental  health;  apathy  results  when  they 
are  lost  or  lacking.  The  collapse  of  self-determination,  the  need  to 
turn  to  others  for  care,  and  the  surrender  of  the  direction  of  one's 
personal  life  are  among  the  most  profound  negative  effects  of  institu- 
tionalization. Other  detrimental  factors  noted  by  practitioners  and 
research  investigators  are  dependency,  depersonalization,  and  low 
self-esteem;  loss  of  occupation  and  lack  of  opportunity  to  fill  one's 
time  fruitfully;  geographic  and  social  distance  from  family  and 
friends;  tenuousness  of  new  relationships;  inflexibility  of  institutional 
routines  and  menus;  loneliness;  loss  of  privacy,  identity,  own  cloth- 
ing, possessions,  and  furniture;  lack  of  freedom;  desexualization  and 
infantilization;  crowded  conditions  and  the  intermixing  of  the 
mentally  intact  with  the  mentally  abnormal. 

Attitudes  of  staff  have  a direct  impact:  physical  dependency  and 
mental  confusion  increase  when  staff  have  negative,  disrespectful,  or 
belittling  attitudes.  Conversely,  more  positive  mental  conditions  are 
related  to  permissive,  friendly  staff  attitudes  and  positive  expecta- 
tions. Studies  have  also  shown  the  favorable  effects  of  freedom  and 
encouragement  of  competent  behavior;  of  opportunities  for  choice, 
social  responsibility,  and  social  interaction  with  other  residents  and 
with  people  outside  the  institution. 

In  institutions  beginning  with  a low  level  of  physical  and  mental 
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care,  dramatic  improvements  have  been  achieved  by  attention  to 
basic  medical  and  nursing  care.  There  have  been  a variety  of  pro- 
grams to  treat  mentally  impaired  old  people  through  the  creation 
of  a therapeutic  milieu,  by  group  activity,  occupational  and  social 
therapeutic  techniques,  and  by  a highly  individualized  interdisci- 
plinary program.  Activities  programs  with  apathetic  elderly  resulted 
in  new  interest  of  the  residents  in  personal  grooming,  conversational 
interaction,  initiation  of  activity,  and  desire  to  work;  programs  intro- 
ducing meaningful  work  effected  higher  adjustment,  better  health, 
feelings  of  usefulness  and  contentment,  increased  self-reliance,  and 
a reduction  in  the  need  for  excessive  care.  In  an  institution  providing 
a high  level  of  care  to  begin  with,  even  the  most  regressed  older 
people  improved  when  highly  individualized  treatment  was  tailored 
to  their  unique  life  experiences,  personalities,  and  needs.  (Chapter  13 
summarizes  some  of  the  major  studies  of  treatment  of  institutional- 
ized elderly  people.) 

Just  as  in  physical  rehabilitation,  it  is  important  to  gear  the  goals 
to  the  individual's  level  of  impairment.  While  successful  treatment 
elements  are  often  related  to  previous  occupational  and  recreational 
interests,  there  is  also  potential  for  new  learning. 

Basic  to  all  the  clinical  and  research  findings  is  the  clear  message 
that  the  elderly  impaired  institutionalized  individual  retains  the 
'-whole  person"  needs  which  characterize  all  human  beings.  It  is 
paradoxical  that  increased  specialization  has  often  resulted  in  frag- 
mentation and  compartmentalization.  While  institutionalized  old 
people  may  share  some  characteristics,  they  vary  widely  in  behavior, 
personality,  socioeconomic  background,  types  of  mental  and  physi- 
cal disabilities,  level  of  functioning,  reactions,  and  may  even  repre- 
sent different  generations.  Practitioners  often  tend  to  view  the  elderly 
person  in  terms  of  their  own  specialties,  while  the  interrelationships 
among  the  various  disabilities — that  is,  the  individual's  unique  com- 
bination of  mental,  physical,  and  social  problems — require  careful 
study  to  provide  the  key  to  accurate  diagnosis  and  appropriate 
treatment. 

In  recognition  of  the  "wholeness"  of  the  elderly  institutionalized 
individual,  he  should  be  referred  to  as  a "resident"  rather  than  a 
"patient."  Like  his  peers  in  the  community,  no  matter  how  intensive 
and  extensive  his  need  for  medical  and  nursing  services,  he  is  only 
partly  a patient.  The  organization  of  services  and  the  physical  and 
social  environment  should  reflect  an  emphasis  on  the  whole  individ- 
ual as  a social  being  and  on  his  social  as  well  as  physical  rehabilitation. 

Institutions  for  the  elderly  tend  to  borrow  the  patterns  of  the  health 
facilities  in  which  its  personnel  have  been  trained.  While  the  services 
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offered  by  general,  psychiatric,  and  rehabilitation  hospitals  must  be 
incorporated  in  the  long-term  care  facility,  their  atmosphere  and 
service-delivery  patterns  are  not  appropriate.  Just  as  new  patterns  of 
delivering  medical  and  mental  health  services  are  evolving  in  the 
community,  so  should  medical  and  nursing  routines  be  reshaped  as 
part  of  a social  matrix  of  the  long-term  care  facility. 

It  is  emphasized  that  the  aging  person's  functioning,  impaired 
though  he  may  be,  cannot  be  preserved  or  improved  if  he  is  assigned 
the  role  of  full-time  professional  patient.  His  person  and  dress,  the 
room  in  which  he  lives,  the  opportunity  for  privacy,  the  rhythm  of 
his  daily  life,  the  range  of  program  elements  from  which  he  can  select 
(or  ignore)  should  convey  the  fact  that  the  institution  is  his  home,  and 
should  permit  expression  of  his  personal  lifestyle.  Most  important, 
ways  should  be  found  to  permit  as  much  control  as  possible  over  his 
own  life.  The  shape  of  the  programs  should  serve  him  rather  than 
attempt  to  mold  him  into  firmly  frozen  routines.  To  provide  a sense 
of  continuity  of  life  experience,  ties  with  the  past  should  be  encour- 
aged through  interpersonal  relationships  (with  family  and  friends), 
through  the  physical  environment  (e.g.  furnishings  and  room  decora- 
tions), and  through  services  and  programs. 

Admission  to  an  institution  need  not  and  does  not  constitute  total 
separation  from  family  and  friends  in  terms  of  termination  of  relation- 
ships. Continuity  of  relationships  is  a prime  factor  in  fostering  mental 
health  and  should  be  supported  and  encouraged.  As  during  the  pre- 
admission processes,  family  members  should  be  included  as  recipients 
of  the  institution's  services. 

The  family  patterns  of  relationship  continue  to  be  expressed  during 
the  old  person's  residence  in  the  institution  just  as  they  were  during 
the  decision-making  process  prior  to  admission.  Many  adult  children 
and  other  relatives  visit  regularly,  evidence  warm  interest  and  con- 
cern, and  behave  responsibly.  Other  familiar  figures  on  the  institu- 
tional scene  are  the  relatives  who  have  a myriad  of  complaints  about 
the  care  of  the  old  person,  the  daily  visitor  who  attempts  to  take  over 
institutional  routines,  and  the  adult  child  who  refuses  to  permit 
rehabilitative  and  even  life-saving  medical  procedures.  When  pre- 
vious interpersonal  problems  are  continued  or  projected  onto  the 
institution  and  its  personnel,  help  extended  to  the  family  members 
is  often  the  most  effective  treatment  for  the  elderly  resident.  Indi- 
vidual counseling  and  group  programs  for  relatives  have  been  found 
to  be  therapeutic  in  helping  them  understand  their  older  relative's 
behavior,  resolving  their  feelings  about  placement,  and  understanding 
institutional  programs. 

Objectivity  is  required  in  evaluating  the  family  relationships  of  the 
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institutionalized  elderly.  The  latent  content  of  the  complaints  of  many 
old  people  is  the  desire  to  be  young  and  healthy  again — expressions 
of  longings  which  cannot  be  fulfilled.  When  complaints  about  chil- 
dren are  the  manifest  content  of  such  verbalizations,  this  should  be 
understood,  rather  than  blaming  the  adult  children  for  unfeeling 
rejection. 

The  success  of  efforts  at  stimulating  life — animated  existence — 
depends  on  the  climate  set  by  the  administrator,  the  expectations  of 
staff,  and  their  willingness  to  synthesize  the  life-sustaining  functions 
with  the  life-enriching  activities  and  to  do  so  with  compassion  and 
humor.  Long-term  facilities  must  constantly  seek  new  ways  of  inte- 
grating their  services  to  liberate  them  from  dependence  on  traditional 
patterns.  The  new  "blend"  should  include  the  exercise  of  vital  activi- 
ties, the  animate  life,  as  a basic  ingredient  rather  than  as  occurs  too 
often  now,  as  the  seasoning  sprinkled,  however  liberally,  on  the 
staple  of  hospital-like  routines. 

Staff  attitudes  and  behavior  are  of  prime  importance  if  that  goal 
is  to  be  achieved.  Too  often,  the  "good"  resident  is  the  one  who 
doesn't  assert  himself.  The  regressed,  brain-damaged  individual,  in- 
continent, confused,  and  disoriented,  may  be  treated  like  a child 
rather  than  as  a dignified  adult.  It  is  often  easier  to  "do  for"  than  to 
encourage  the  resident  to  do  for  himself,  simpler  to  use  hospital 
clothes  than  the  resident's  own  clothes,  easier  to  keep  him  quiescent 
through  drug  "therapy"  than  to  initiate  programs  of  stimulation  and 
activity,  less  trouble  to  overuse  geriatric  chairs  than  to  have  the  old 
people  "wandering  about"  or  in  "danger  of  falling." 

Decisions  regarding  the  care  of  all  institutionalized  older  people 
require  the  most  careful  consideration.  With  the  best  intentions  in 
the  world,  an  overprotective  staff  can  infantilize  and  humiliate  them 
through  deprivation  of  the  rights  and  privileges  due  all  adults  in 
exercising  choice  about  their  own  lives.  For  example,  should  a 
fragile  87-year-old  woman  be  prohibited  from  attending  a family 
wedding  because  it  is  "bad  for  her  health"?  Should  residents'  diets 
be  controlled  rigidly  to  prevent  them  from  over-eating  or  over- 
drinking? Should  mentally-intact  people  in  possession  of  the  facts  be 
prevented  from  making  such  decisions  simply  because  they  are  old 
and  in  an  institution?  Or  should  they  have  the  same  right  to  minor 
health  "delinquencies"  as  those  living  in  the  community?  Do  the 
readers  of  this  manual  invariably  regulate  their  lives  in  accordance 
with  their  own  best  health  interests?  A delicate  balance  must  be 
struck  between  providing  quality  health  care  on  the  one  hand  and 
using  power  vested  in  staff  to  control  every  aspect  of  existence. 

The  most  sophisticated  prescriptions  for  mental  health  care  of  the 
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institutionalized  rely  for  their  practical  success  on  personnel  who  are 
in  continuous  contact  with  the  residents.  The  professional  programs 
converge  at  the  point  of  service  delivery  by  nursing  aide,  orderly, 
dining  room  waitress,  and  maintenance  worker.  Continuing  dialogue 
at  every  level  of  staff  development  and  training  is  necessary  to  com- 
municate the  goals  of  "animate  life,"  the  importance  of  personal  ties 
and  an  appreciation  of  small  gains.  The  direct-care  personnel  are  the 
implementers  of  treatment  plans  and  their  intimate  observations  are 
necessary  in  the  formulation  of  those  plans.  Wherever  intensive 
efforts  have  been  made  to  foster  positive  attitudes,  not  only  have 
there  been  therapeutic  dividends  for  the  residents,  but  staff  morale 
has  improved. 

Finally,  the  goal  of  animate  life  must  be  seen  also  in  the  perspec- 
tive of  the  long-term  care  required  and  realistic  expectations  of  what 
constitutes  therapeutic  gain.  An  acceptance  of  chronicity  with  the 
need  for  sustained  input  of  services  has  not  been  fully  realized  in 
relation  to  the  aged  in  long-term  care  facilities.  Words  and  phrases 
like  "cure"  and  "return  to  community,"  while  appropriate  in  other 
contexts,  are  not  always  applicable  to  this  group.  Physicians  have  long 
accepted  the  need  for  sustained  treatment  for  chronic  medical  prob- 
lems such  as  diabetes,  heart  disease,  and  arthritis.  By  their  very  nature, 
the  disabilities  of  old  people  in  need  of  long-term  care  require 
continuing,  sustained  treatment. 

For  the  aged,  therapeutic  gain  must  be  defined  in  terms  of  small 
goals.  The  more  global  expectations  which  are  indices  of  improve- 
ment with  other  groups,  such  as  discharge  from  institution  to  com- 
munity, reemployment,  or  reconstruction  of  family  relationships,  are 
not  always  applicable.  When  the  aged  person  moves  from  wheelchair 
to  walker,  from  apathy  to  a minimal  level  of  social  participation,  from 
total  disregard  to  performance  of  simple  grooming  tasks,  if  decline 
is  forestalled  or  retarded,  these,  too,  are  legitimate  therapeutic 
achievements.  For  family  members,  if  the  pain  attendant  upon  separa- 
tion or  the  decline  of  the  parent  can  be  eased  to  some  degree,  this 
can  be  counted  a therapeutic  success  as  well. 

All  procedures  related  to  care  of  elderly  residents  should  be  suit- 
ably molded  in  accordance  with  these  concepts  of  maintenance  of 
health,  dignity,  enjoyment,  family  relationships,  sustained  care,  and 
realistic  goals. 

B.  GOALS 

The  overall  goals  of  social  work  services  to  residents  are: 

• To  participate  in  the  provision  of  a comprehensive,  integrated, 
and  continuous  program  of  care  and  treatment. 
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• To  enable  residents  (and  family  members)  to  use  their  own  per- 
sonal resources,  institutional  resources,  and  community  resources  in 
order  to  function  at  optimum  level. 

To  summarize  the  preceding  pages,  the  use  of  the  word  "residents" 
in  referring  to  the  social  worker's  clients  in  long-term  care  facilities 
is  deliberate.  There  should  be  emphasis  on  the  provision  of  expert 
medical  and  nursing  care,  since  the  overwhelming  majority  of  resi- 
dents have  physical  and/or  mental  impairments.  However,  long-term 
care  facilities  are  essentially  living  arrangements,  indicating  ap- 
proaches geared  to  consideration  of  the  needs  of  the  "whole"  indi- 
vidual with  careful  attention  to  psychological  and  social  needs.  In 
accordance  with  this  viewpoint,  the  social  environment  should  be 
personalized  as  much  as  is  feasible  within  the  limits  of  a congregate 
living  situation.  As  was  true  of  services  to  applicants,  it  is  important 
to  provide  opportunities  for  choices  and  alternatives  to  the  greatest 
possible  extent. 

The  resident,  while  a member  of  the  institutional  community,  has 
a long  personal  and  social  history  of  connection  with  family  and  the 
outside  community.  These  ties  should  be  supported  and  encouraged; 
institutional  placement  should  not  represent  abrupt  and  final  termina- 
tion of  those  relationships. 

Finally,  it  is  important  to  note  that  the  definitions  of  "optimum" 
functioning  and  therapeutic  goals  include  arresting  or  retarding 
deterioration  as  well  as  restoration  or  improvement.  This  by  no  means 
implies  a pessimistic  attitude.  The  objectives  are  treatment  and 
service,  not  "custodial"  care. 

A question  often  posed  is  whether  all  residents  of  long-term  care 
facilities  require  social  work  services  on  a continuing  basis.  It  is 
desirable  that  all  residents  always  have  access  to  social  service, 
whether  or  not  services  are  required  at  any  given  moment.  The  actual 
need  for  and  utilization  of  social  work  will  vary  widely  among  resi- 
dents. However,  there  are  certain  events  and  situations  that,  by  their 
very  nature,  are  stressful  to  all  older  people  and  family  members.  The 
preceding  chapter  described  the  stresses  that  occur  prior  to  admis- 
sion. The  initial  period  of  residence  is  also  a critical  time  requiring 
special  attention.  The  older  person  is  experiencing  new  losses:  loss 
of  privacy,  familiar  places,  people,  and  routines,  even  of  familiar  food 
and  furniture.  He  may  react  to  group  living  by  experiencing  a sense 
of  loss  of  identity  and  individuality.  Feelings  of  helplessness  may  be 
engendered  by  the  need  to  be  cared  for  and  be  dependent  on 
unknown  people.  Admission  often  symbolizes  death.  Unresolved 
feelings  may  be  projected  onto  the  institution  in  the  form  of  com- 
plaints about  staff,  food,  roommates  and  other  aspects  of  the  facility. 
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If  disturbed  behavior  occurs,  the  social  worker  should  help  other  staff 
to  understand  the  new  resident's  underlying  feelings  of,  for  example, 
anxiety,  rejection,  or  fear  of  loss  of  control.  Other  stressful  experi- 
ences are  moves  to  hospital  or  infirmary,  discharge,  major  changes 
in  functioning  capacity,  and  interpersonal  losses.  These  will  be 
discussed  in  more  detail  below. 

The  need  for  services  at  such  times  does  not  imply  that  all  the  social 
work  services  are  problem-oriented.  On  the  contrary,  social  work 
should  consistently  aim  to  effect  positive  changes  in  the  resident's 
functioning  and  in  the  environment.  Residents,  like  all  humans,  need 
warm  personal  relationships.  They  require  a sense  of  belonging  and 
of  future,  of  feeling  loved  and  cared  for,  and  of  being  worthwhile 
and  productive.  The  social  worker  should  be  sensitive  to  opportunities 
to  further  those  positive  goals. 

C.  STAFFING  PATTERN 

It  is  therefore  desirable  for  social  workers  offering  services  to  resi- 
dents to  be  assigned  to  a floor  or  section  of  the  facility  and  to  be 
responsible  for  social  services  to  all  residents  in  that  particular  area. 

In  order  to  facilitate  this  kind  of  service  approach,  the  social  work 
offices  for  services  to  residents  should  be  dispersed  and  located  near 
the  living  quarters  of  those  residents.  In  this  way,  the  social  worker 
can  become  an  integral  part  of  the  milieu  and  culture  of  his  assigned 
area.  It  becomes  possible  for  him  to  establish  close  working  relation- 
ships with  all  other  personnel  who  are  in  direct  intimate  contact  with 
the  resident  and  who  are  responsible  for  day-to-day  care  (physician, 
nurse,  orderly,  aide,  housekeeping  and  food  service  personnel,  etc.). 
As  a working  member  of  these  floor  "teams"  he  can  convey  his 
understanding  of  the  resident's  behavior  and  needs,  and  can  also 
gain  insight  from  the  observations  made  by  other  personnel  from 
their  special  vantage  points.  When  a resident  is  moved  to  a different 
floor  or  facility,  the  case  should  be  transferred  to  the  social  worker 
in  the  new  area.  If,  however,  the  resident  is  admitted  to  the  facility's 
hospital  or  infirmary  for  an  acute  illness  or  on  a temporary  basis,  the 
social  worker  from  his  permanent  area  should  continue  to  serve  him. 

D.  SOCIAL  WORK  METHODS 

The  three  main  methods  of  accomplishing  the  social  work  goals, 
while  interrelated,  can  be  grouped  as  follows: 

1.  To  provide  direct  individual  and  group  social  services  to  resi- 
dents and  families.  (Group  services  will  be  dealt  with  separately  in 
chapter  10.) 
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2.  To  collaborate  with  other  staff  and  professionals  both  in  and 
outside  of  the  facility  in  developing  and  implementing  coordinated 
individualized  treatment  programs  and  supportive  services. 

3.  To  modify  the  treatment  milieu  through  participation  in  effect- 
ing positive  changes. 

1.  Direct  Social  Services 

The  social  worker  represents  to  the  resident  and  his  family  the 
interested  professional  person  who  is  available  (a)  to  help  with  the 
problems  attendant  on  institutional  living  and  the  aging  process  and 
(b)  to  enable  the  resident  to  relate  himself  and  his  individual  needs 
to  the  complex  of  services  and  programs.  An  essential  ingredient  is 
the  selection  and  tying  together  of  the  institutional  and  community 
services  to  comprise  individualized  programs.  The  social  worker,  as 
the  advocate  of  his  client,  provides  this  liaison. 

The  social  worker  offers  services  to  residents  with  respect  to: 

1.  Orientation  to  the  facility's  services  and  help  in  enabling  him  to 
avail  himself  of  them  on  a continuing  basis. 

2.  Maintenance  of  ties  with  the  community:  family,  friends,  pre- 
vious group  memberships,  visits  to  family,  attendance  at  family  social 
events. 

3.  Sustaining  previous  life  roles  or  finding  substitute  roles. 

4.  Significant  changes  in  resident's  life  situation,  such  as  prepara- 
tion for  moves  within  the  facility  or  hospital,  roommate  changes, 
transfer  (permanent  or  temporary)  to  other  community  facilities. 

5.  Inter-personal  and  emotional  difficulties  and  problems  in  social 
adjustment  such  as: 

• Difficulties  in  relationships  with  other  residents,  family,  and  staff. 

• Emotional  problems  connected  with  or  exacerbated  by  changing 
physical  and  mental  capacities,  concerns  about  bodily  functions,  and 
illnesses. 

• Problems  related  to  use  of  the  institution's  services:  e.g.,  refusal 
to  follow  prescribed  medical  regimen,  inability  or  lack  of  motivation 
to  participate  in  appropriate  activities  and  programs,  complaints 
about  food,  laundry,  housekeeping,  or  other  services. 

• Behavior  which  presents  problems  in  management  or  is  disturb- 
ing to  other  residents. 

• Difficulties  in  adjusting  to  current  or  new  routines. 

• Changes  in  affect,  behavior,  or  personality  such  as  depression, 
anxiety,  withdrawal,  uncontrolled  aggression. 

As  during  the  application  phase,  family  members  are  legitimate 
recipients  of  social  services.  Not  only  are  family  attitudes  and  relation- 
ships important  to  the  overall  well-being  and  adjustment  of  the  resi- 
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dent,  but  the  situation  of  the  elderly  family  member  affects  the  well- 
being of  his  family  members.  The  social  worker  offers  help  to  the 
family  through  the  initial  separation  and  adjustment  period,  supports 
continuing  relationships,  and  has  ongoing  contacts  with  family  mem- 
bers with  respect  to  problems  concerning  the  resident.  He  may,  for 
example,  interpret  the  resident's  changing  physical  and  mental 
capacities,  treatment  procedures,  and  reasons  for  moves  to  different 
facilities.  Other  family  problems  which  become  apparent  but  are  not 
related  to  the  resident  should  be  referred  to  other  social  agencies  for 
counseling,  economic  and  medical  aid,  employment,  and  other 
services. 

2.  Collaboration  With  Other  Staff  and  Community  Agencies 

The  second  social  work  method  is  collaboration  with  other  person- 
nel to  develop  individual  and  group  programs  and  to  mobilize  the 
resources  of  the  facility  on  behalf  of  the  resident.  Though  a wide 
array  of  services  may  be  available  (medical,  psychiatric,  nursing, 
recreation,  occupational  therapy,  volunteer,  "sheltered  workshop," 
etc.),  their  existence  is  no  guarantee  that  they  will  be  used  by  the 
resident  to  his  best  advantage.  Through  his  intimate  knowledge  of 
the  individual  older  person  and  of  institutional  services,  the  social 
worker  enables  the  resident  to  use  them.  He  participates  in  the 
development  of  coordinated  treatment  programs  by  sharing  with 
other  staff  pertinent  social  information  which  bears  on  the  under- 
standing and  management  of  each  resident.  He  shares  in  diagnosis 
and  formulation  of  treatment  plans  by  contributing  evaluations  of  the 
role  of  social  and  personal  factors  (history,  past  and  present  family 
relationships,  previous  personality  patterns).  He  implements  those 
plans  by  the  direct  individual  services  described  above  and  by  the 
group  services  described  in  chapter  10. 

Just  as  community  services  were  mobilized  during  the  application 
phase,  they  should  continue  to  be  utilized  during  the  period  of  resi- 
dence. The  social  worker  can  marshall  community  resources  such  as 
educational  services,  income  maintenance  programs,  religious  activi- 
ties and  many  other  resources.  The  facility's  own  resources  are  thereby 
supplemented,  the  resident's  horizons  are  enlarged,  and  residents  and 
the  facility  become  more  related  to  the  total  community  rather  than 
separated  from  it. 

The  process  of  communication  with  other  staff  of  the  facility  which 
began  during  the  admission  phase  (with  the  completion  summary, 
financial  summary,  social  service  chart  summary,  and  pre-admission 
interdisciplinary  conference)  continues  during  the  period  of  residence. 

Appropriate  problems  of  which  other  staff  become  aware  are 
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referred  to  the  social  worker.  Some  criteria  for  referrals  to  social 
service  are: 

• The  resident  is  experiencing  difficulty  in  adjusting  to  routines. 

• The  resident  is  evidencing  changes  in  behavior  or  personality. 

• The  resident  complains  of  lack  of  family  interest  or  family  diffi- 
culties, of  conflict  with  roommate  or  other  residents,  or  expresses 
dissatisfaction  with  services  or  programs. 

• Social  information  and  service  are  needed  to  assess  the  role  of 
personal  and  social  factors  in  the  resident's  reaction  to  illness,  to 
motivate  him  to  more  effective  use  of  treatment  program,  or  to 
formulate  a plan  for  management. 

3.  Communication  With  Other  Staff 

The  third  social  work  method  involves  special  types  of  both  formal 
and  informal  communication  with  other  departments.  It  is  hardly 
necessary  to  say  that  the  social  worker  and  other  personnel  con- 
stantly and  informally  discuss  the  residents  and  their  welfare.  De- 
pending on  the  needs  and  size  of  the  particular  facility,  various  more 
formal  methods  of  communication  are  possible.  Some  examples  are: 

7.  ENTRIES  IN  THE  MEDICAL  CHART 

The  medical  chart  is  the  single  most  important  document  for 
coordinating  care  of  the  resident.  It  is  therefore  essential  that  it 
include  pertinent  social  information  because  such  information  has  a 
direct  bearing  on  the  resident's  health  care.  Since  health  personnel 
constantly  refer  to  the  chart,  it  is  an  excellent  means  of  effecting 
communication.  The  Social  Service  Chart  Summary  in  the  chart 
divided  for  that  purpose  should  be  followed  periodically  by  a brief 
narrative  summary  of  the  resident's  progress  and  social  service 
activity. 

In  addition,  current  information  which  the  social  worker  wishes  to 
communicate  to  the  medical  and  nursing  personnel  is  noted  on  the 
chart  whenever  indicated.  The  social  worker  should  write  these  notes 
on  the  Progress  Notes  of  the  chart.  The  written  comments  should 
always  be  brief,  initialed  by  the  social  worker,  and  dated.  A rubber 
stamp  saying  "Social  Work"  is  a useful  way  of  making  those  notes 
stand  out.  If  more  detailed  information  is  required,  the  Progress  Notes 
should  draw  attention  to  a longer  report  added  to  the  social  service 
section  of  the  chart. 

The  format  of  the  medical  chart  varies  in  different  facilities.  The 
social  worker  should  be  thoroughly  familiar  with  the  charts,  and  if 
necessary,  receive  instruction  from  the  physician  and/or  nurse  on  how 
to  read  and  understand  it.  If  the  chart  does  not  include  a social 
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service  separator,  the  social  worker  should  consult  with  the  medical 
staff  to  interpret  its  purpose  and  value  so  that  it  will  be  incorporated. 
Though  not  all  facilities  use  integrated  progress  notes,  the  most 
progressive  health  settings  are  strong  advocates  of  this  practice. 

2.  CONSULTATION  REQUESTS  FROM  STAFF  PHYSICIANS 

A staff  physician  or  other  health  personnel  may  send  to  the  social 
worker  a request  for  consultation  on  a specific  problem.  The  same 
consult  form  used  by  the  physician  for  consultations  from  medical 
specialists  may  be  used  for  this  purpose.  The  social  worker  replies 
promptly  in  the  space  provided  on  the  consult  form,  which  becomes 
a permanent  part  of  the  medical  chart.  The  information  may,  of 
course,  be  augmented  by  other  verbal  or  written  communication. 

3.  PSYCHIATRIC  EVALUATIONS 

If  possible,  each  new  resident  should  have  a routine  psychiatric 
evaluation  soon  after  admission.  A copy  should  be  sent  to  the  social 
worker  and  become  a part  of  the  case  record.  The  social  worker 
usually  confers  with  the  psychiatrist  when  a special  referral  has  been 
made,  and  periodically  when  a resident  is  receiving  psychotherapy. 

4.  INTERDISCIPLINARY  CONFERENCES 

The  number  and  focus  of  interdisciplinary  conferences  varies 
widely  among  different  facilities.  However,  there  are  several  basic 
underlying  principles. 

/.  Who  Participates 

All  disciplines  should  participate,  for  reasons  spelled  out  in  the 
preceding  chapters.  It  is  emphasized  that  personnel  involved  should 
represent  not  only  the  traditional  professional  team  of  psychiatrist, 
physician,  nurse,  social  worker,  and  OT/RT,  or  activity  specialist. 
Administration  should  participate,  since  the  treatment  plan  may 
involve  changes  in  administrative  and  department  routines  or  modi- 
fication of  policies,  changes  in  staff  organization,  physical  facilities, 
or  the  development  of  new  programs.  Obviously,  in  a large  institu- 
tion, the  administrator  may  not  be  able  to  attend  all  conferences. 
There  should  be  regular  methods  of  channeling  information  to  him 
such  as  minutes  of  meetings,  special  memoranda,  and  personal  com- 
munication. It  is  also  of  utmost  importance  for  direct  care  personnel 
to  be  involved.  Practical  nurses,  aides,  and  orderlies  are  often  in  the 
best  position  to  provide  needed  observations  about  the  resident.  They 
are  also  most  frequently  responsible  for  implementation  of  the  plan. 
Other  personnel  such  as  medical  specialty  consultants,  housekeeping, 
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maintenance,  and  food  service,  may  be  added  when  indicated  in 
special  situations. 

Any  staff  member  should  have  the  privilege  of  requesting  a team 
conference  or  suggesting  that  a particular  resident  or  problem  be 
placed  on  the  agenda. 

//.  Form  of  Conference 

While  interdisciplinary  conferences  are  a well  established  method 
of  evaluating  or  diagnosing,  they  are  ineffective  unless  concerted 
efforts  are  made  to  develop  specific,  concrete  plans  to  implement 
them.  Reevaluation  should  be  scheduled  for  a specified  future  time 
to  determine  whether  goals  were  achieved  and  to  reformulate  the 
plan.  This  is  in  the  best  interests  of  the  staff  as  well  as  the  residents. 
The  small  improvements  that  are  made  gain  considerable  visibility 
and  thereby  counteract  the  pessimism  that  plagues  facilities  where 
complete  "cures"  do  not  take  place.  Such  feedback  of  the  results  of 
their  efforts  is  encouraging  to  staff  and  stimulates  a dynamic  rather 
than  static  therapeutic  approach. 

In  preparation  for  a conference,  each  team  member  should  eval- 
uate the  resident  from  the  vantage  point  of  his  particular  expertise. 
He  reports  his  evaluation  at  the  meeting.  Discussion  should  result  in 
consensus  about  treatment  approaches  and  plans.  Some  methods  of 
spelling  out  goals  and  procedures,  and  evaluating  achievement 
should  be  employed.  One  method  found  useful  is  a charting  form 
that  appears  as  appendix  O.  It  compels  notation  of  the  particular 
problem  area,  prognosis  for  improvement,  specific  goal,  personnel 
who  are  to  be  active  in  treatment,  and  concrete  tasks  they  are  to 
carry  out.  Finally,  it  has  room  to  note  whether  change  has  taken  place 
by  the  time  of  reevaluation.  Goals  must  be  specific.  For  example,  a 
goal  should  not  be  "to  improve  Mrs.  A.'s  ambulation,"  but  "to  help 
Mrs.  A.  to  learn  to  use  a walker  rather  than  a wheelchair."  As  the  case 
material  shows,  many  staff  people  of  different  disciplines  may  be 
involved  in  that  one  task. 

Hi.  Social  Worker's  Role  in  Team 

A social  evaluation  should  be  made  by  the  social  worker  prior  to 
the  team  meeting.  Additional  history  may  be  required  of  social  func- 
tioning before,  during,  and  since  admission.  The  report  may  be  oral 
or  written,  but  always  concise  and  pertinent.  It  should  include  aspects 
of  the  resident's  motivation  and  capacity  to  use  treatment,  as  well  as 
social  factors  that  bear  on  the  situation  and  suggestions  for  its  amelio- 
ration. Often,  the  social  worker  is  designated  as  the  coordinator  of 
the  team.  He  will  therefore  carry  out  that  role  as  well  as  implementing 
team  recommendations  via  direct  social  services. 
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iv.  Types  of  Interdisciplinary  Conferences 

Examples  of  interdisciplinary  conferences  are: 

• Pre-admission  case  conference  (described  in  chapter  6). 

• Post-admission  case  conferences  to  review  the  new  resident's 
adjustment  and  to  reformulate  the  plans  made  at  the  pre-admission 
conference. 

• Problem-oriented  case  conferences  to  deal  with  special  difficul- 
ties that  have  arisen  with  a particular  resident. 

• Special  program  conferences  if  the  facility  has  undertaken  a 
special  program,  or  to  facilitate  ongoing  programs.  Specialists  or  con- 
sultants are  often  added  to  the  usual  "team"  for  this  purpose.  An 
example  might  be  a physical  rehabilitation  program  to  improve 
ambulation  of  all  residents  using  wheelchairs,  walkers,  or  other  aids. 
In  this  instance  the  team  is  augmented  by  a physiatrist  and  physical 
therapist. 

• Periodic  conferences  for  each  resident  to  review  his  status  in 
each  sphere  and  revise  the  program  of  care  if  necessary. 

• "Floor  team"  or  "area  team"  conferences  are  an  excellent  means 
of  coordinating  the  care  of  the  individuals  residing  in  a particular  area 
of  the  facility.  It  is  highly  desirable  for  these  to  take  place  weekly  and 
to  include  all  personnel  directly  responsible  for  the  care  of  the  resi- 
dents in  the  area.  Problems  that  have  arisen  can  be  discussed  and 
preventive  and  therapeutic  measures  instituted  at  the  earliest  possible 
time.  Crises  can  be  averted,  and  the  area  personnel  have  an  oppor- 
tunity to  discuss  not  only  individuals,  but  problems  and  situations 
concerning  their  specific  area  or  floor. 

Conferences  and  consultations  are  invariably  noted  on  the  medical 
chart  and  in  the  narrative  case  record. 

v.  Resident  Moves 

On  occasion,  residents  are  moved  from  one  room  to  another  in  the 
same  facility,  or,  for  a variety  of  reasons,  to  a different  facility.  These 
include  social  reasons  such  as  relationship  problems  with  current 
roommate,  or  need  or  wish  to  be  closer  to  dining  area,  bathroom 
area,  or  elevator;  health  reasons  such  as  need  for  hospitalization, 
infirmary  care,  or  a different  level  of  nursing  or  personal  service.  The 
request  or  recommendation  for  such  a move  may  be  initiated  by  the 
resident  himself,  a family  member,  or  by  a staff  member  of  any 
department. 

Whether  or  not  the  move  is  voluntary  on  the  part  of  the  resident, 
it  should  be  discussed  thoroughly  with  him  and  the  family  by  the 
social  worker  and  the  reasons  for  the  move  should  be  interpreted. 
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Moving  a resident  involves  all  departments.  Clear  communication 
is  an  essential  component  of  effecting  the  moves  in  an  orderly  man- 
ner for  the  benefit  of  the  mover,  other  residents,  family  members, 
and  institution  personnel.  The  Recommendation  for  Resident  Room 
Change  form  (appendix  P)  has  been  developed  for  this  purpose.  The 
form  circulates  among  the  following  departments:  nursing,  medicine, 
social  work,  and  administration.  While  it  may  begin  in  any  depart- 
ment, it  should  invariably  be  returned  to  the  office  of  the  director  of 
the  department  of  social  work  or  to  whoever  has  been  designated  to 
centralize  moves.  In  the  event  that  personnel  from  different  depart- 
ments disagree  as  to  the  advisability  of  a move,  the  administrator  will 
consult  with  the  staff  concerned  prior  to  making  his  decision.  The 
form  is  kept  on  file  until  it  is  possible  to  accomplish  the  recom- 
mended move.  At  that  time,  the  social  worker  prepares  the  resident, 
family  members,  and  the  roommates  involved.  The  Finalized  Room 
Change  form  (appendix  Q)  is  then  sent  to  the  administrator  who 
orders  the  move  and  notifies  appropriate  department  heads. 

vi.  Transfer  Summaries 

If  the  resident  is  moving  to  a facility  served  by  a different  social 
worker,  the  latter  is  notified.  Transfer  of  the  case  takes  place  at  a time 
selected  jointly  by  both  social  workers.  It  is  desirable  for  the  social 
worker  to  be  present  at  the  time  of  the  move  to  handle  any  concerns 
or  problems  and  to  minimize  disruption. 

As  at  the  time  of  admission,  whenever  the  resident  is  moved,  it  is 
important  for  the  personnel  who  will  be  caring  for  him  to  be  pre- 
pared. In  addition  to  the  usual  informal  verbal  exchanges  of  informa- 
tion, a brief  social  summary  should  be  written  (appendix  R).  This 
summary  form  can  also  be  used  when  the  resident  is  not  being 
moved,  but  when  a new  social  worker  is  assigned. 

4.  Modification  of  the  Institutional  Milieu 

The  fourth  social  work  method  involves  modification  of  the  social 
and  physical  environment  in  which  the  older  people  live.  Any  envi- 
ronment has  three  interrelated  aspects:  (a)  people,  (b)  programs  and 
services,  and  (c)  physical  structures  and  settings. 

7.  THE  "PEOPLE"  ENVIRONMENT 

This  Guide  has  already  dealt  to  some  extent  with  the  importance 
of  people  to  the  resident — his  family,  friends,  fellow  residents,  and 
staff.  Every  contact  with  the  social  worker  and  those  in  the  "people 
environment"  should  communicate  attitudes  of  respect  and  concern 
for  the  dignity  of  the  resident.  More  formally,  the  social  worker 
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interprets  personal  and  social  needs  and  ways  in  which  they  should 
be  supported. 

/.  Social  Work  Staff  Development 

Another  avenue  through  which  social  work  should  contribute  is 
inservice  training  of  both  social  work  staff  and  other  personnel  of  the 
facility.  Whether  the  social  worker  is  the  sole  staff  person  in  a facility 
or  is  a member  of  a large  social  work  department,  it  is  important  to 
keep  abreast  of  new  knowledge  in  the  field  regarding  aging,  of  new 
resources  and  facilities,  of  legislation  and  governmental  regulations, 
and  other  matters  relevant  to  improvement  of  his  expertise.  The  social 
worker's  attendance  at  conferences  and  institutes,  membership  in  pro- 
fessional organizations,  and  reading  of  appropriate  journals  should  be 
encouraged  and  supported  actively  by  the  administrator. 

Where  a social  work  department  exists,  its  weekly  staff  meetings 
are  an  excellent  vehicle  for  staff  development.  Agendas  can  include 
reports  on  conferences  and  institutes,  summaries  and  discussion  of 
pertinent  professional  papers  and  articles,  discussion  of  relationships 
with  other  agencies  and  reports  on  new  resources,  case  presentations 
and  analyses,  examination  and  improvement  of  techniques,  pro- 
cedures, and  special  guests  and  visitors. 

//.  Inservice  Training 

By  participating  in  the  inservice  training  of  other  personnel,  such 
as  nurses,  volunteers,  and  direct-service  staff  the  social  worker  en- 
hances the  overall  care  of  the  residents.  Several  training  manuals 
exist  that  deal  with  this  subject  in  detail.  In  general,  the  content  of 
training  sessions  can  help  other  staff  to  understand  the  needs  and  fears 
of  the  residents  and  their  families,  the  social  and  psychological  con- 
comitants of  the  losses  they  have  experienced,  the  meaning  and  im- 
plications of  group  living,  and  the  relationship  between  residents' 
behavior  and  their  past  lives.  There  should  be  discussion  of  common 
problems  and  ways  in  which  staff  can  be  supportive.  It  is  also 
advisable  to  deal  with  the  staff's  own  reactions  to  and  feelings  about 
the  residents  and  about  aging,  physical  disability,  mental  impairment, 
and  death. 

Hi.  Volunteers 

In  some  facilities  social  work  is  responsible  for  direction  of 
volunteer  services;  in  others,  this  is  done  by  administration  or  a 
professional  director  of  volunteers.  However,  when  volunteers  give 
services  directly  related  to  the  social  work  department's  role,  they 
should  be  trained  and  supervised  by  a social  worker.  Examples  are 
"orientation"  volunteers  and  those  assigned  as  "friendly  visitors." 
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2.  THE  PROGRAM  AND  SERVICE  ENVIRONMENT 

The  social  worker's  intimate  contact  with  individual  residents  and 
groups  of  residents  enables  him  to  observe  the  impact  of  the  facilities, 
services,  routines,  and  programs.  He  is  therefore  in  a prime  position 
to  initiate  and  participate  in  developing  new  programs  and  modifying 
and  augmenting  those  that  exist.  When  such  needs  are  identified,  the 
social  worker  will  collaborate  closely  with  the  administrator  and  other 
staff  to  plan  for  positive  change.  Interdisciplinary  case  conferences 
often  reveal  the  need  for  changes  which  can  then  be  planned  jointly 
by  the  personnel  involved. 

3.  THE  PHYSICAL  ENVIRONMENT 

The  emphasis  on  ecology  in  recent  years  has  restimulated  interest 
in  man's  relationships  to  his  physical  environment.  It  has  been  shown 
that  older  people  as  a group  are  more  vulnerable  to  environmental 
barriers,  stress,  and  hazards  and  at  the  same  time  have  fewer  resources 
with  which  to  cope  with  them.  The  elderly  in  long-term  care  facilities 
are  even  more  vulnerable  than  older  people  in  general.  The  social 
worker  has  a responsibility  to  observe  how  the  physical  environment 
may  impede  the  social  functioning  of  the  older  people,  and  to  work 
with  administrator  and  staff  towards  necessary  improvements. 
Examples  might  be  rearrangement  of  furniture  to  provide  privacy, 
areas  conducive  to  friendly  socializing,  pleasant  places  in  which  the 
resident  can  entertain  visitors,  redecoration  of  rooms  and  social 
spaces  to  foster  individuality  and  a home-like  atmosphere,  and  to 
reduce  the  institutional  "look." 

The  social  worker  should  be  especially  alert  to  the  ways  in  which 
the  physical  environment  hinders  or  fosters  the  delivery  of  services 
and  links  the  older  person  to  the  point  at  which  the  service  is  deliv- 
ered. For  instance,  a nonambulatory  resident  is  not  able  to  avail  him- 
self of  recreational  activities  unless  there  are  ways  of  transporting  him 
to  the  activities  or  bringing  them  to  him.  Similarly,  he  cannot  utilize 
case  work  help  if  there  is  no  private  space  in  which  he  can  talk  with 
the  social  worker  and  feel  free  to  verbalize  his  feelings,  complaints, 
and  anxieties. 

Unfortunately,  many  long-term  facilities  in  use  today  are  older 
buildings  constructed  without  information  and  understanding  about 
how  appropriate  design  can  support  personal,  social,  and  physical 
functioning  of  old  people.  Nevertheless,  many  improvements  are 
possible  within  existing  constraints. 


Case  Material  for 
Chapters  6 and  7 


CASE  ONE 

Support  of  an  Elderly  Person  and  Family  During 
Application  and  Admission 

Eighty-five-year-old  Mrs.  R.  had  been  living  with  Mr.  and  Mrs.  S., 
her  youngest  daughter  (age  54)  and  son-in-law  since  the  death  of  her 
husband  18  years  ago.  A 6-year-old  adopted  child  was  also  part  of 
the  household.  Mrs.  R.  had  begun  to  fail  physically  and  became  so 
fearful  that  she  refused  to  be  left  alone.  If  the  daughter  left  the  house 
at  any  time,  Mrs.  R.  had  an  anxiety  reaction.  If  the  S.'s  went  out  for  the 
evening  she  waited  up  for  them  even  if  a "sitter"  was  left  with  her. 
Mrs.  R.  also  was  having  difficulty  with  the  steps  in  the  home  since 
she  had  broken  her  hip  V/i  years  ago.  Her  forgetfulness  precluded 
leaving  her  alone  lest  she  turn  the  gas  on  by  mistake.  She  spent 
most  of  her  time  sleeping  or  clinging  to  her  daughter.  The  situation 
caused  so  much  tension  in  the  household  that  it  became  detrimental 
to  the  daughter's  health  and  marital  relationship. 

The  three  other  adult  children  were  all  in  their  60's  and  could  not 
take  responsibility  for  Mrs.  R.'s  care.  Mrs.  S.  was  angry  at  her  brothers 
and  sister  for  not  sharing  the  responsibility  for  Mrs.  R.,  and  became 
increasingly  resentful  of  the  deprivation  of  freedom  and  privacy. 

When  Mrs.  S.  began  to  consider  placing  her  mother  in  an  institu- 
tional setting,  she  suffered  intensely  from  guilt.  Her  decision  that  this 
was  the  only  available  and  practical  solution  to  the  problem  made  it 
necessary  for  her  to  share  the  decision  with  her  mother  and  siblings. 
She  sought  the  aid  of  her  older  sister  and  with  the  support  of  the 
social  worker,  the  siblings  shared  the  planning  process. 

A social  history  helped  the  social  worker  to  understand  Mrs.  R.'s 
reactions  to  the  proposed  plan  and  the  kind  of  support  she  would 
need.  The  elderly  woman's  first  reaction  was  an  attempt  to  please 
her  children.  Repeating  earlier  patterns,  she  feared  their  displeasure 
and  therefore  took  a passive  role.  The  pressure  was  not  yet  real 
because  of  the  waiting  period.  During  that  time,  Mrs.  R.  and  her 
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family  received  counseling  help.  Their  ambivalence  and  anxiety 
resulted  in  vacillation  despite  the  severe  reality  pressures. 

Finally,  admission  was  imminent.  Mrs.  R.  began  to  verbalize  her 
fear  and  anger  at  the  children  for  wanting  to  "abandon"  her.  She 
had  never  been  "alone"  before  and  feared  change.  She  had  experi- 
enced abandonment  early  in  life  when  her  own  mother  died,  and  the 
feelings  were  reactivated. 

Plans  for  her  admission  were  made  carefully  with  full  family  par- 
ticipation, very  frequent  visiting,  and  constant  support  from  the  social 
worker.  Prior  to  admission  day  Mrs.  R.  stayed  at  the  Home  only  for 
lunch  and  it  was  explained  that  the  daughters  would  leave  for  an 
hour  and  return.  Mrs.  R.  became  very  anxious,  asked  repeatedly  for 
her  daughters  and  needed  a great  deal  of  reassurance  from  the  social 
worker  whom  she  had  learned  to  trust.  Recognition  of  her  fear  that 
the  children  would  not  return  was  verbalized  and  reassurance  given. 
In  preparation  for  admission,  plans  for  the  move  were  discussed  and 
meaningful  things  she  could  bring  with  her  identified.  She  was  assured 
of  the  social  worker's  presence.  She  had  numerous  questions  about 
routines  of  the  Home  and  how  her  needs  would  be  met.  Concern 
about  her  health  was  paramount:  she  feared  illness,  doctors,  and 
hospitals. 

On  admission  day  the  daughters  stayed  for  several  hours  to  help 
Mrs.  R.  get  settled  and  for  reassurance.  Her  familiar  pattern  of  with- 
drawal under  stress  was  repeated.  She  slept  a major  part  of  the  day 
and  clung  to  the  social  worker  when  awake.  She  now  fully  verbalized 
her  resentment  at  her  placement. 

For  the  first  few  weeks  she  was  tearful  and  angry  at  the  children's 
"perfidy"  and  began  to  annoy  other  residents  with  her  woeful  tale. 
Mrs.  S.  too  was  deeply  upset  and  wept  during  her  frequent  contacts 
with  the  social  worker.  She  expressed  guilt  and  fear  that  her  mother 
would  be  ill.  The  social  worker  reviewed  with  her  Mrs.  R.'s  previous 
reactions  to  stress  and  her  ability  to  cope  with  previous  losses  as 
long  as  she  had  support.  It  was  important  that  her  daughters  sustain 
their  visits  to  help  Mrs.  R.  make  the  adjustment. 

All- departments  at  the  Home  were  supportive.  The  O.T.  depart- 
ment was  successful  in  involving  Mrs.  R.  in  a knitting  group  in  order 
to  extend  her  range  of  social  interactions.  She  began  to  take  pride 
in  her  work  and  became  friendly  with  a few  of  the  other  residents. 
Mrs.  R.  now  attends  basic  English  class,  goes  to  all  entertainment 
events  on  her  own,  and  uses  the  elevator  by  herself  though  she  had 
previously  lacked  the  security  to  do  so.  Her  relationships  with  her 
children  have  improved.  They  continue  to  phone  her  every  day  and 
visit  frequently. 
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Mrs.  S.  recently  commented  that  she  knows  her  mother  has 
succeeded  in  her  adjustment  to  the  Home  because  when  taken  out 
for  a visit,  Mrs.  R.  is  eager  to  return  to  her  "home." 


CASE  TWO 


Aging  Children  Have  Difficulty  Caring  fora 
Very  Old  Mother 


Mrs.  N.  applied  for  admission  to  the  Home  when  she  was  90  years  old 
and  had  been  a widow  for  22  years.  She  and  her  62-year-old  daughter, 
Helen,  had  never  lived  in  separate  households.  When  the  daughter 
married  44  years  ago,  the  young  couple  made  their  home  with  the 
N.'s.  Despite  her  fourscore  and  ten  years,  Mrs.  N.  was  neat,  agile, 
attractive,  and  intact  mentally.  Her  vision  had  been  deteriorating  for 
some  years,  but  she  continued  to  function  well.  The  daughter  and 
son-in-law  were  not  as  fortunate.  The  latter  suffered  from  severe 
angina  and  retired  from  work.  The  daughter  had  been  working  part 
time  as  a sales  girl  in  order  to  supplement  the  family's  income,  but  her 
health  too  was  failing.  The  family  physician  insisted  that  their  home  be 
sold  and  that  she  and  her  husband  move  to  a small  apartment  in  a 
different  climate.  Mrs.  N.  therefore  moved  to  the  home  of  a younger 
daughter,  the  "baby"  of  the  family  and  only  55  years  old.  Anna  wel- 
comed Mrs.  N.  in  her  home,  although  she  was  working  to  help  her 
son  through  college.  This  arrangement  was  short-lived,  as  Anna  soon 
became  acutely  ill  and  was  hospitalized.  There  were,  in  this  family, 
three  other  adult  children.  The  oldest,  Sam,  was  71  years  old  and  a 
semi-invalid.  He  and  his  66-year-old  wife  were  living  on  their  Social 
Security  income.  Fifty-nine-year-old  Lou  had  taken  his  82-year-old 
mother-in-law  into  his  home.  And  Sarah,  a widow  of  64,  was  living 
in  the  household  of  her  daughter. 

In  this  situation,  the  problems  of  aging  experienced  by  adult  chil- 
dren were  the  factors  leading  to  the  request  for  long-term  care  of  their 
very  old  mother. 


CASE  MATERIAL  FOR  CHAPTERS  6 AND  7 


I'll 


CASE  THREE 


Disturbed  Family  Relationships  Can  Prevent 
Constructive  Planning 


An  adult  daughter  was  locked  in  a symbiotic  relationship  with  her 
mother,  the  latter  completely  disoriented,  incontinent,  needing  con- 
stant supervision  to  prevent  her  from  wandering  away  or  setting  fires. 
The  two  women  shared  the  marital  bed  while  the  son-in-law  shared 
his  15-year-old  son's  room.  The  grandson  could  not  bring  his  friends 
home  and  had  difficulty  finding  a place  to  study.  The  daughter  was 
unable  to  place  her  mother  in  a home  for  the  aged  despite  the 
husband's  ineffectual  threats  of  divorce. 


CASE  FOUR 


An  adult  daughter  agreed  with  her  82-year-old  mother  that  the  latter 
should  enter  a home.  The  son,  who  had  not  spoken  to  his  sister  for 
many  years,  opposed  the  plan  and  for  a time  sabotaged  it  successfully 
by  refusing  to  participate  in  financial  planning.  Both  siblings  were 
extremely  well-off  economically.  Each  attempted  to  obtain  recruits 
for  his  side  of  the  battle,  approaching  social  workers,  physicians, 
nurses,  and  administrative  personnel  of  the  institution.  They  induced 
influential  community  figures  to  exert  pressure,  the  daughter  to  force 
admission,  and  the  son  to  prevent  it.  Spouses  of  the  adult  children 
and  the  grandchildren  participated  fully  in  the  furious  accusations. 
The  manifest  problem  of  financial  support  finally  culminated  in  a 
bitter  court  battle.  For  hours,  the  principals  and  their  attorneys 
attacked  and  counterattacked.  The  judge  openly  stated  that  he 
feared  hearing  this  vituperative  case  had  caused  his  ulcers  to  flare  up. 
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CASE  FIVE 

Facilitating  Admission  of  a Mentally 
Impaired  Applicant 


For  much  of  her  life,  Mrs.  G.  lived  in  the  neighborhood  of  the  Home 
to  which  she  was  admitted  at  age  72.  Though  relatively  intact 
physically,  she  evidenced  confusion,  disorientation,  and  poor 
memory.  Application  to  a home  was  necessary  because  she  lived 
alone,  neglected  to  eat,  and  could  no  longer  take  care  of  herself 
or  her  house.  The  family  felt  that  the  death  of  her  husband  and 
brother  within  the  past  few  years  had  accelerated  her  deterioration. 
Mrs.  G.  was  thoroughly  familiar  with  the  Home  prior  to  admission. 
Several  friends  were  residents  and  she  had  visited  them  daily,  walking 
the  few  city  blocks  from  her  house  through  a neighborhood  she 
knew  well. 

Mrs.  G.  showed  somewhat  increased  confusion  on  admission, 
despite  careful  preparation.  The  following  day  she  experienced  a 
severe  shock  when  a daughter  from  whom  she  had  been  estranged 
for  several  years  visited  her  unexpectedly.  She  left  the  Home  every 
day,  walking  back  to  her  own  house  in  a reversal  of  the  preadmission 
"visiting"  pattern.  However,  she  did  not  complete  the  cycle  by  return- 
ing to  her  new  "home."  It  was  not  possible  to  work  with  her  in 
traditional  ways.  She  had  "forgotten"  the  events  and  preparation 
preceding  her  move;  her  mental  impairment  affected  the  integrative 
function  of  her  ego,  thus  hampering  her  capacity  to  adjust  to  environ- 
mental change. 

A two-fold  program  to  help  her  was  developed  that  did  not  rely 
on  cognitive  functioning.  First,  the  move  to  the  Home  was  reenacted. 
Fortunately,  the  house  had  not  yet  been  sold  or  emptied  of  furnish- 
ings. Her  son  rediscussed  the  proposed  sale  of  the  house  with  her. 
The  physical  "moving  day"  was  acted  out.  Mrs.  G.  was  asked  to  select 
some  possessions  to  bring  with  her  to  the  Home  (pictures,  candle- 
sticks, etc.).  A volunteer  "companion"  was  assigned  to  walk  with  her 
to  her  house  when  she  started  that  familiar  trip,  and  to  bring  her 
safely  back  again.  Secondly,  a concerted  effort  was  made  to  repattern 
her  days  and  to  really  "move  in"  to  the  Home.  Her  life-time  interests 
were  used  to  develop  an  active  and  attractive  routine  of  recreational 
and  occupational  therapy.  Gradually,  the  companion's  time  was 
reduced.  Mrs.  G.  still  occasionally  talked  of  going  home  to  care  for 
her  young  children,  but  did  not  wander  out  and  lose  her  way.  With 
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support,  she  reestablished  old  friendships  and  made  new  friends  at 
the  Home. 


CASE  SIX 

Service  to  a Deferred  Applicant 

Miss  O.  was  a tiny,  bird-like  woman  who  dressed  in  a stylized  and 
dated  manner.  She  had  been  living  in  the  same  house  for  41  years. 
After  the  death  of  two  sisters  who  had  shared  the  home  with  her, 
she  continued  to  live  alone.  In  spite  of  her  many  eccentricities,  Miss 
O.  was  likeable  and  appealing.  A well-to-do,  socially  prominent 
cousin  helped  financially,  but  took  no  sustained  personal  interest 
in  her. 

Spry  and  active  all  her  life,  Miss  O.  became  increasingly  anxious 
as  she  felt  herself  growing  older  and  more  feeble.  She  reached  out 
for  help  by  applying  for  admission  to  a Home  at  the  age  of  73.  In 
her  own  words,  the  problem  of  planning  "baffled"  her.  The  prospect 
of  dismantling  her  beloved  house  with  its  accumulated  possessions 
of  half  a century  was  overwhelming. 

She  was  lonely,  had  little  money,  and  was  undergoing  tests  for 
bleeding  from  the  bowel.  When  the  tests  proved  to  be  negative  she 
decided  not  to  enter  the  institution,  but  was  afraid  to  withdraw  her 
application  lest  she  need  admission  at  some  future  time.  The  Home's 
social  worker  offered  her  "Qeferred  Status."  This  meant  that  the 
Home  encouraged  her  to  remain  in  the  community  as  long  as 
possible,  that  the  social  worker  would  be  available  to  her  when 
needed,  and  that  she  could  be  admitted  if  and  when  her  circum- 
stances required. 

At  intervals  during  the  ensuing  years,  Miss  O.'s  situation  would 
flare  up  and  a small  flurry  of  phone  calls  and  home  visits  would  ensue. 
Each  time,  Miss  O.  went  through  the  process  of  conflict,  doubt, 
hesitation,  and  indecision.  She  would  review  a number  of  alter- 
natives, and  express  her  fears  about  group  living.  Each  time  this  was 
resolved  in  favor  of  staying  in  her  own  home  a while  longer. 

Miss  O.  was  sustained  by  the  knowledge  that  she  could  enter  the 
institution  if  ever  it  became  really  necessary.  She  remained  in  her  own 
home  with  supportive  services  from  the  Home's  social  worker  and 
from  a family  service  agency.  The  agencies  coordinated  their  services 
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to  avoid  duplication  of  effort.  During  this  period  she  had  surgery 
twice  and  spent  time  in  a convalescent  home.  Services  of  a home- 
maker and  domestic  were  provided. 

Gradually,  Miss  O/s  telephone  calls  became  more  frequent.  There 
were  many  small  crises.  Finally,  12  years  after  her  initial  application, 
Miss  O.  was  admitted  to  the  Home.  Despite  the  continuous  supportive 
and  practical  help,  she  could  no  longer  function  alone.  With  the 
support  of  a staff  person  from  the  family  agency,  her  cousin,  and  the 
institution,  transportation  and  help  with  closing  and  selling  her 
house  was  provided.  She  made  numerous  trips  back  and  forth  from 
the  Home  to  her  house  to  wind  up  the  sale  of  her  house  and  to 
dispose  of  her  possessions.  The  social  worker,  understanding  the 
meaning  to  Miss  O.  of  this  transition,  gave  consistent  support  and 
help  to  smooth  away  the  numerous  little  problems  she  encountered. 
The  security  of  the  deferred  list  had  enabled  Miss  O.  to  live  in  her  own 
surroundings  for  12  years  after  her  application. 


CASE  SEVEN 

A Roommate  Problem  with  Family  Involvement 


The  bitterness  between  roommates  Mrs.  B.  and  Mrs.  L.  had  reached 
the  point  of  each  demanding  that  the  other  be  moved.  Stormy  scenes 
occurred,  with  name-calling  in  several  languages,  and  the  adult 
daughters  of  both  women  were  drawn  into  the  fray.  The  battle  lines 
were  drawn.  Neither  resident  would  move  and  the  hostilities  reached 
uncomfortable  dimensions,  consuming  staff  time  as  well  as  causing 
distress  to  the  two  residents  and  their  families. 

The  social  worker  met  with  the  daughters.  They  became  aware  of 
each  other's  problems.  The  sympathy  and  understanding  that  replaced 
the  anger  led  to  their  active  participation  in  attempts  to  resolve  the 
situation.  Mrs.  B.  and  Mrs.  L.  both  were  present  at  subsequent  meet- 
ings of  social  worker  and  adult  children.  Their  attacks  on  each  other 
subsided  when  each  daughter  expressed  sympathetic  concern  with 
her  own  parent,  but  openly  acknowledged  the  rights  of  the  other 
older  woman.  A "truce"  was  effected,  with  the  two  residents  shaking 
hands. 

Minor  lapses  have  occurred  since,  but  on  each  occasion,  inter- 
vention by  the  social  worker  and  the  daughters  prevented  major 
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crises.  Mrs.  B.  and  Mrs.  L.  were  helped  by  the  social  worker's  genuine 
concern  and  sympathy,  and  by  their  daughters  who  gave  them 
positive  support,  encouraging  courteous  behavior  that  preserved  their 
dignity  and  self-respect. 


CASE  EIGHT 


The  Interdisciplinary  Approach  to 
Social  and  Physical  Rehabilitation 


Mrs.  C.,  age  79,  was  slightly  over  five  feet  tall  and  weighed  over  two 
hundred  pounds.  She  had  a 15-year  history  of  orthopedic  difficulty 
dating  from  an  automobile  accident.  A spinal  disc  had  been  removed 
several  years  ago  to  prevent  complete  immobilization.  Unable  to  walk 
after  the  surgery,  she  spent  two  months  in  a rehabilitation  hospital 
after  which  she  was  ambulatory  with  the  assistance  of  two  canes,  but 
subsequently  regressed  to  the  point  of  being  confined  to  a wheel- 
chair. A brace  was  fitted,  and  Mrs.  C.  received  training  in  the  use 
of  a quad  cane,  but  complained  of  the  pain  and  returned  again  to  her 
wheelchair.  While  the  pain  was  real,  it  was  aggravated  by  her  obesity 
and  edema  of  the  legs.  Despite  her  apparent  resignation  to  a passive 
state,  confinement  to  the  wheelchair  was  frustrating  to  Mrs.  C.,  who 
had  a lifelong  pattern  of  independence.  She  defended  against  the 
anxiety  this  created  by  a bitter  humor,  and  an  underlying  depression 
was  noted.  Her  real  capacity  for  enjoyment  of  social  contacts  was 
restricted  by  her  inability  to  ambulate,  and  she  was  therefore  unable 
to  partake  of  entertainment  and  social  events  to  the  degree  she  would 
have  liked. 

An  interdisciplinary  staff  conference  was  held.  Medical  evaluation 
indicated  that  there  was  no  physical  reason  that  Mrs.  C.  could  not 
walk.  However,  two  physical  conditions  had  to  be  relieved:  A diet 
was  required  to  reduce  her  weight  in  order  to  lessen  the  pain  in  her 
arthritic  knee,  and  the  edematous  legs  required  daily  Jobst  boot 
treatments  administered  by  the  physical  therapist.  A complicating 
factor  was  the  fact  that  Mrs.  C.'s  children  brought  her  food  when  they 
visited.  The  social  worker  conferred  with  the  children  to  explain  the 
treatment  plan  for  their  mother  and  to  elicit  their  cooperation.  The 
cooperation  was  given  and  maintained.  The  prescribed  diet  was 
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changed,  and  nursing  supervision  over  Mrs.  C.'s  food  intake  was 
tightened. 

The  social  worker  stoked  Mrs.  C/s  motivational  fires  and  en- 
couraged her  to  tolerate  the  pain  that  was  inevitable  in  the  early 
stages.  On  a twice-daily  schedule,  Mrs.  C.  was  helped  to  practice  her 
walking.  The  distance  covered  each  time  was  noted,  and  her  weight 
was  recorded  weekly.  All  this  was  put  into  graphic  form  so  that  Mrs. 
C.  could  see  her  progress  pictorially.  At  one  point,  Mrs.  C.  mentioned 
that,  between  the  loss  of  weight  and  the  increasing  ability  to  walk, 
she  looked  forward  to  putting  on  a corset,  a nice  dress,  and  walking 
to  meals  like  a "person."  Nurse,  physician,  social  worker,  physio- 
therapist, and  dietician  collaborated  to  help  her  achieve  her  goal. 


CASE  NINE 

Help  to  an  Elderly  Family 
Living  in  a Home  for  the  Aged 


Eighty-year-old  Mrs.  K.  had  always  been  considered  the  "pillar  of 
strength"  in  her  family,  caring  for  her  two  younger  siblings,  a mentally- 
ill  sister  (age  65)  and  a brother  (age  72)  who  was  a borderline 
retardate.  The  three  were  admitted  to  the  Home  together.  Mrs.  K., 
though  still  sturdy  and  intact,  had  gradually  been  finding  the  responsi- 
bility of  the  family  and  a large  house  too  much  for  her.  In  the  institu- 
tion, she  continued  her  gratifying  role  of  head  of  the  family,  sup- 
porting her  siblings  through  the  adjustment  period.  She  consulted 
with  the  social  worker  about  engaging  them  in  occupational  and 
recreational  therapy  and  in  other  matters  pertaining  to  their  care. 
She  herself  readily  participated  in  many  activities,  including  the 
"sheltered  workshop." 

In  working  with  the  younger  sister,  Mrs.  L.,  the  social  worker  em- 
phasized Mrs.  L.'s  strengths  and  adequacy.  The  woman,  who  had  spent 
many  years  in  a psychiatric  hospital,  made  new  friends  and  showed 
an  increasing  capacity  to  function  independently.  Though  Mrs.  K. 
was  somewhat  threatened  by  this  loss  of  control,  she  readily  re- 
sponded to  the  social  worker's  plan  to  make  her  an  ally  in  helping 
Mrs.  L.  to  become  more  adequate  and  independent.  The  sisters  were 
able  to  sustain  a warm  relationship  while  each  exercised  her  own 
abilities  for  satisfying  activities  and  friendships.  They  shared  the  sense 
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of  responsibility  for  the  brother,  relieving  Mrs.  K.  and  freeing  her  to 
some  extent  to  live  her  own  life. 

A year  later,  Mrs.  K/s  condition  showed  a sudden  and  marked 
change.  Her  work  deteriorated  and  she  appeared  confused,  dis- 
organized, and  disoriented.  The  physician  hospitalized  her.  Though 
she  improved  to  some  extent,  it  was  subsequently  necessary  for  her 
to  have  continuing  supervision  and  care.  Both  sisters  required  inten- 
sive case  work  help  through  this  period.  Mrs.  K.,  accustomed  to  being 
the  "pillar  of  strength,"  had  difficulty  in  accepting  the  need  to  be 
somewhat  dependent.  She  was  encouraged  to  maintain  the  maximum 
functioning  in  self-care  of  which  she  was  capable.  The  younger  sister 
was  distressed  by  Mrs.  K/s  physical  and  mental  changes.  In  addition 
to  the  anxiety  she  felt  at  the  loss  of  Mrs.  K/s  supportive  strength,  her 
own  fears  about  aging  and  deterioration  were  stimulated.  With  the 
social  worker's  help,  she  was  able  to  weather  the  emotional  crisis 
and  even  to  be  helpful  to  her  sister,  visiting  often  and  offering  com- 
fort, affection,  and  emotional  support.  The  brother  continued  to  do 
well;  though  dependent,  his  new  reliance  on  Mrs.  L.  and  on  the 
institution  eased  the  necessary  withdrawal  of  Mrs.  K/s  protection. 

Though  elderly,  these  three  residents  had  been  helped  to  achieve 
a new  and  improved  balance  of  relationships  which  stood  them  in 
good  stead  through  the  stress  of  Mrs.  K/s  deterioration. 


Services  to  Residents 
and  Families 

Discharge  and  Aftercare 


Much  of  the  material  in  this  manual  is  related  to  older  people  in 
need  of  permanent  care  in  a long-term  facility.  However,  such  facil- 
ities also  may  serve  those  who  require  temporary  care  for  con- 
valescence, diagnosis  and  evaluation,  or  rehabilitative  services.  In 
addition,  the  changing  condition  of  some  of  those  who  were  admitted 
for  long-term  care  may  subsequently  indicate  that  other  kinds  of 
service  are  needed — e.g.,  community  care,  psychiatric  hospital,  tuber- 
culosis hospital  or  acute  general  hospital. 

A.  SHORT-TERM  PLACEMENT 

When  it  is  known  at  the  outset  that  the  placement  will  be  short- 
term, discharge  planning  should  begin  with  the  very  first  contact 
of  social  worker  and  client.  Family  members  and  professionals  who 
will  have  a continuing  responsibility  for  the  care  of  the  older  person 
should  be  involved  at  the  outset.  The  social  worker  has  a dual  focus: 
evaluating  the  appropriateness  of  admission  to  the  particular  facility, 
and  planning  for  care  after  discharge.  The  same  principles  described 
in  the  Guide  sections  on  services  to  applicants  and  residents  are 
relevant  here — that  is,  an  interdisciplinary  approach,  careful  assess- 
ment, psychological  preparation  of  older  person  and  family  members, 
and  options  and  freedom  of  choice  to  the  fullest  possible  extent.  Just 
as  it  is  important  to  prepare  the  facility  to  receive  the  client,  when 
discharge  is  planned  it  is  necessary  to  prepare  the  appropriate  people, 
organizations,  agencies,  and  physical  surroundings.  Services  that  will 
be  required  must  be  mobilized  and  necessary  equipment  secured  in 
addition  to  preparing  those  people  who  will  be  responsible  for  giving 
the  care. 
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The  older  person  and  family  often  view  discharge  with  mixed 
feelings.  The  older  person  may  experience  anxiety  and  fear  about 
leaving  the  security  and  protection  of  the  institution;  he  may  doubt 
his  capacity  to  manage,  and/or  feel  guilty  about  "being  a burden"  to 
his  family.  Family  members  may  feel  uncertain  about  their  capacity 
to  provide  needed  services,  worried  about  disruption  of  their  normal 
routines,  and  reluctant  to  assume  additional  responsibilities.  Social 
work  support  during  the  transition  and  for  a time  afterwards  is  an 
important  ingredient  if  the  plan  is  to  be  carried  through  constructively. 

B.  DISCHARGE  OF  LONG-TERM  CARE  RESIDENTS 

Most  modern  homes  for  aged  and  nursing  homes  extend  them- 
selves to  contain  residents  who  evidence  disturbed  behavior  and/or 
mental  illness.  Careful  exploration  of  the  problem  and  expert  manage- 
ment and  treatment  most  often  permit  the  resident  to  remain  in  the 
facility.  Occasionally  the  need  for  a different  type  of  care  requires 
transfer  to  a psychiatric  hospital  or  other  resource.  The  other  person 
and  family  members  may  react  with  anger  to  what  they  view  as  "being 
thrown  out."  Such  reactions  should  be  understood  in  terms  of  their 
underlying  anxiety,  fear,  and  sense  of  helplessness.  Here  too,  skilled 
case  work  is  needed  to  ease  the  transition,  and  the  same  careful 
planning  is  necessary  as  in  admission  and  other  types  of  discharges. 
The  long-term  care  facility  should  not  foreclose  the  possibility  of 
re-admission,  since  after  a period  of  treatment,  the  older  person 
may  improve  to  the  point  where  he  can  again  be  offered  residence 
in  the  facility. 

C.  PERIODIC  REVIEW 

Finally,  admission  for  permanent  residence  in  a facility  ideally 
should  have  taken  place  after  other  options  were  thoroughly 
explored.  Nevertheless,  it  is  advisable  to  review  each  situation  at 
periodic  intervals.  Events  may  occur  that  make  it  possible  for  the 
resident  to  return  to  community  living.  For  example,  a family  situation 
may  have  changed,  the  resident's  functional  capacities  may  have 
improved  with  care  and  treatment,  or  new  resources  for  care  and 
service  may  have  developed. 
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Services  to  Residents 
and  Families 

Dying  and  Death 


In  recent  years,  there  has  been  an  upsurge  of  intense  interest  by 
practitioners  and  research  investigators  in  the  dying  phase  of  life. 
Previously,  it  had  been  a neglected  area  of  concern.  Crucial  issues 
are  being  raised  and  discussed  all  over  the  country  by  professional 
groups  and  government  bodies.  The  U.S.  Senate  has  held  a series  of 
hearings  called  "Death  with  Dignity."  Discussions  focus  variously 
on  understanding  and  managing  the  dying  person;  the  reactions  of  the 
family  during  that  process  and  when  they  are  bereaved;  special 
groups  of  "the  dying"  such  as  children  and  those  suffering  from  spe- 
cific diseases;  attitudes  and  reactions  of  professionals  and  other  care- 
taking personnel  as  they  affect  the  dying  person;  ethical,  moral, 
financial,  and  legal  aspects  of  prolonging  life  by  heroic  measures; 
determining  when  death  can  actually  be  said  to  have  occurred  (e.g., 
brain  death,  cardiac  death,  etc.);  the  role  of  spiritual  counseling.  A 
major  concern  relates  to  the  machinery  of  the  modern  hospital  and 
other  institutions  as  they  infringe  upon  the  dignity  and  comfort  of  the 
dying  person. 

Though  1 in  10  of  all  people  in  the  United  States  are  65  or  over, 
more  than  6 in  10  of  those  who  die  each  year  are  in  that  age  group. 
For  those  in  long-term  care  facilities,  the  proportion  is  even  higher: 
the  death  rate  is  30.6  per  1,000  for  those  between  65  and  69  and 
rises  progressively  to  190.8  for  those  85  and  over.*  Data  produced 
by  Robert  Kastenbaum  and  Sandra  Candy  indicate  that  about  one- 
fourth  of  all  deaths  of  older  people  occur  in  long-term  care  facilities. 
As  stated  in  chapter  3 in  this  Guide , most  people  who  live  in  such 

* Data  provided  by  Herman  B.  Brotman,  Administration  on  Aging,  based  on  PHS 
Vital  Statistics  Report  for  1969,  issued  July,  1972. 
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facilities  also  die  there.  It  is  obvious  that  the  subject  is  an  important 
and  legitimate  one,  not  only  because  of  the  weight  of  statistics,  but 
because  of  the  profound  meaning  of  the  dying  process  to  those  who 
experience  it,  to  families,  staff,  and  to  the  other  residents  in  the 
institution. 

There  is  general  agreement  that  there  is  much  to  be  learned,  that 
the  education  of  professionals  must  include  content  on  this  subject 
and  that  there  is  a great  need  for  modification  of  attitudes  toward  it. 
Though  knowledge  is  incomplete  and  there  are  still  many  unanswered 
questions,  some  information  of  value  to  social  work  in  long-term 
care  facilities  is  available. 

Experts  point  out  that  currently  the  dying  phase  of  life  is  primarily 
managed  as  a medical  problem  and  that  there  has  been  general 
neglect  of  the  psychological  and  social  aspects.  Personal,  social,  cul- 
tural, and  religious  considerations  play  important  roles  in  reactions  to 
and  management  of  the  dying. 

If  skilled  help  is  to  be  extended,  there  must  be  awareness  of  these 
factors  and  of  the  complex  emotions  and  reactions  being  experienced 
by  the  dying  individual — among  them  intense  fear,  anxiety,  anger, 
depression,  defeat,  helplessness,  and  hopelessness.  Elizabeth  Kubler- 
Ross  suggests  several  phases  through  which  a dying  person  passes: 
denial,  anger,  bargaining  for  time,  depression,  and  finally  acceptance. 
Whatever  the  sequence,  such  feelings  are  almost  invariably  present. 
However,  those  who  work  with  very  old  people  have  seen  evidence 
that  some  approach  the  end  with  relative  equanimity. 

Certainly,  there  is  individuality  in  the  way  one  copes  with  and 
adapts  to  the  possibility  of  death,  as  there  is  individuality  in  the  way 
people  live  out  their  lives.  Erik  Erikson's  eighth  stage  of  personality 
development,  'late  adulthood,"  is  the  development  of  a sense  of 
ego  indignity  vs.  despair  (fear  of  death).  It  involves  in  part  "accept- 
ance of  one's  one  and  only  life  cycle"  and  comes  only  to  him  "who 
in  some  way  has  taken  care  of  things  and  people."  In  his  words,  "the 
lack  or  loss  of  this  accrued  ego  integration  is  signified  by  fear  of 
death."  The  implication  is  that  in  old  age,  acceptance  of  death  may 
relate  to  the  extent  of  one's  satisfaction  with  the  way  his  life  has  been 
lived. 

Most  contributors  to  the  thinking  in  the  field  have  found  that  those 
who  are  dying  are  often  isolated  and  deceived.  The  dying  may  experi- 
ence a sense  of  loneliness  and  emotional  abandonment  due  to  the 
"conspiracy  of  silence"  and  denial  on  the  part  of  others.  There  is 
currently  much  professional  discussion  about  whether  or  not  to  tell 
the  individual  that  he  is  dying.  The  preponderance  of  evidence  sug- 
gests that  most  are  aware  of  their  status  despite  the  efforts  made  to 
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deceive  them,  and  that  most  want  opportunities  to  talk  about  their 
emotions  and  fears. 

The  literature  contains  suggestions,  based  on  experience  and 
research  about  how  to  help  the  dying.  Such  advice  bears  striking 
similarities  to  the  principles  of  good  social  work  practice  with  the 
elderly  in  general: 

• Attention  is  required  to  social  as  well  as  medical  needs.  Though 
dying,  the  individual  is  still  alive. 

• Hope  should  be  maintained.  The  dying  person  should  not  feel 
that  those  who  are  responsible  for  his  care  have  "given  him  up." 

• The  fact  that  he  is  dying  should  not  mean  that  the  individual's 
wishes  need  not  be  considered.  He  should  have  as  much  autonomy 
and  choice  as  is  possible. 

• Communication  with  staff,  peers,  and  family  should  be  main- 
tained. Interpersonal  relationships  should  be  preserved  to  the  fullest 
extent  possible. 

• Status  as  a dying  person  should  not  mean  that  other  roles  are 
obliterated — e.g.,  as  a family  member  or  friend. 

• Attention  should  be  paid  to  the  need  for  privacy  and  meaningful 
possessions. 

• Competent  behavior  should  be  encouraged  to  the  fullest  possible 
extent. 

• Individualization  is  essential.  It  is  important  to  listen  to  the  dying 
patient  carefully,  to  provide  him  with  opportunities  for  discussion,  to 
make  it  apparent  that  he  is  cared  about,  to  treat  and  address  him  with 
attitudes  of  respect,  and  to  help  him  sustain  a dignified  self-image. 

• The  physical  milieu  should  reflect  attention  to  social  as  well  as 
physical  needs. 

• It  should  not  be  assumed  that  the  patient  is  unaware  of  his 
surroundings  and  does  not  hear  or  understand  discussion  among 
others  of  his  condition. 

• Family  members  require  help  during  this  phase.  Their  reactions 
and  behavior  have  a direct  impact  on  the  dying  person,  and  they 
themselves  may  be  suffering  from  painful  feelings  such  as  guilt 
and  loss. 

• All  staff  should  have  an  awareness  of  their  own  feelings  as  they 
influence  their  reactions  to  and  treatment  of  the  dying  individual. 
These  matters  should  be  included  in  in-service  training  programs. 
Staff  should  have  an  opportunity  to  develop  understanding  of  the 
reactions  and  behavior  of  family  as  well  as  those  of  the  dying  person. 

In  short,  just  as  social  services  in  long-term  care  facilities  have  as 
their  goal  helping  residents  to  live  with  dignity,  they  also  should 
be  directed  towards  helping  the  older  person  to  die  with  dignity. 
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Social  work  historically  had  a strong  belief  in  the  developmental  ideal 
of  human  growth  and  change;  social  workers  have  operated  on  the 
premise  of  an  infinite  capacity  for  individual  adaptation  within  the 
context  of  social  systems  that  optimize  freedom  and  choice.  Moving 
human  possibilities  closer  to  actual  probabilities  is  the  domain  of 
concern  for  the  human  services  worker. 

The  view  that  old  age  represents  a situation  of  utter  and  inevitable 
disadvantage  is  giving  way  to  a recognition  of  the  older  person's 
demonstrated  ability  to  learn,  develop  and  adjust  to  new  life  situ- 
ations and  new  social  roles.  This  perspective  has  stressed  the  process 
of  aging  and  the  developmental  tasks  consistent  with  all  stages  of 
the  life  cycle. 

Older  adults  living  in  long-term  care  facilities  need  as  many  forms 
of  self-expression  as  any  other  group  of  people.  Because  of  the 
physical  and  social  deficits  which  initially  made  institutional  place- 
ment the  service  of  choice,  the  setting  itself  must  undertake,  not  only 
to  meet  these  curative,  rehabilitative  and  nutritive  needs,  but  also 
to  restructure  opportunities  for  meeting  the  social  needs  and  life 
styles  of  the  residents.  This  obligation  should  be  met  directly  through 
institutional  programs  and  also  by  utilizing  available  resources  in  the 
community  setting.  And  it  must  do  so  with  full  participation  of  the 
client.  This  is  necessary  if  deterioration  is  to  be  retarded  and  if  the 
strengths,  interests,  and  capabilities  remaining  to  the  individual  are  to 
be  fully  realized. 

This  chapter  includes  some  general  principles,  concepts  and  tech- 
niques for  developing  social  group  work  programs  in  long-term 
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care  facilities.  In  the  limited  space  allotted,  it  can  serve  only  as  a 
beginning.  The  references  at  the  conclusion  of  Section  Three  of  the 
Guide  develop  the  themes  more  fully. 

A.  SOME  BASIC  PRINCIPLES 

I 

The  aim  of  a group  work  program  in  a long-term  care  setting  is  to 
serve  the  individual  and  his  family,  the  group,  the  total  organizational 
effort,  and  the  community.  It  is  a professionally  supported  service  p 

functioning  in  an  atypical  setting.  A growing  number  of  social-health  ' 

facilities  are  using  group  work  methods  to  supplement  traditional 
means  for  disseminating  information  and  interpretation  of  the  agency 
to  applicants  and  their  families.  Such  group  services  also  serve  to  help  j| 
individuals  deal  with  their  feelings  about  the  application  process  and 
the  ultimate  step  of  admission. 

Group  work  programs  are  of  major  importance.  They  are  not  j 
extraneous  to  the  aims  of  the  agency  but  are  intrinsic  to  its  goals. 
Such  programs  help  to  insure  the  residents'  satisfactory  life  and  good 
adjustment,  and  offer  opportunities  for  growth  and  continuing  devel- 
opment. Programs  which  provide  opportunities  for  the  residents' 
participation  and  direction  are  to  be  preferred  to  those  of  a more 
passive  nature  that  stress  "doing  for."  Diversity  is  the  order  of  the 
day;  anything  of  interest  to  an  adult  human  being  is  potentially  of 
interest  to  a resident  in  a long-term  care  facility. 

Group  work  in  an  institution  has  traditionally  been  equated  with 
activity,  recreation  and  entertainment.  Institution  staff  has  tended  to 
see  groups  as  a means  of  filling  residents'  leisure  hours;  the  meeting 
of  other  personal  and  social-emotional  needs  has  often  been  reserved 
for  the  individual  contact  between  resident  and  social  worker.  Recent 
developments  in  the  field  of  social  group  work  have  demonstrated 
that  carefully  designed  group  work  programs  can  contribute,  effec- 
tively, to  meeting  the  therapeutic,  socialization,  and  developmental 
needs  of  the  institutionalized  elderly.  Those  needs  historically  have 
been  the  concern  of  the  social  work  profession.  Group  services  having 
these  treatment-socialization-developmental  purposes  are  the  focus 
of  this  chapter. 

The  vitai  factor  is  that  of  relationship.  In  the  words  of  Herbert 
Shore,  "Nothing  happens  without  it  and  through  it  many  things  are 
possible."  Basic  social  work  concepts  are  particularly  applicable  in 
designing  group  work  programs  in  long-term  care:  recognizing  the 
rights  of  individuals  to  self-determination,  beginning  at  the  level 
of  the  individual  and  the  group,  and  building  on  the  person's  interests 
and  strengths.  Through  active  participation,  elderly  residents  in  long- 


SOCIAL  WORK  WITH  GROUPS 


125 


term  care  facilities  can  gain  the  acceptance,  status,  and  purpose 
needed  by  all  individuals. 

In  the  light  of  the  unique  opportunities  and  constraints  of  the 
institutional  setting,  and  the  deficits  in  physical  and  social  functioning 
that  characterize  the  residents,  certain  principles  seem  appropriate 
to  guide  the  activities  of  the  staff  person  responsible  for  carrying  out 
the  group  work  program.  Herbert  Shore  identifies  some  of  the  follow- 
ing important  objectives: 

1.  To  work  as  far  as  possible  with  small  homogeneous  groups. 
That  is,  to  emphasize  human  dimensions  rather  than  primarily  mass 
activities. 

2.  To  involve,  whenever  possible,  the  isolated  individual  who  may 
lack  the  skills  for  group  relationships. 

3.  To  be  cognizant  of  individual  histories,  habits,  work  patterns, 
and  cultural  interests,  and  to  create  opportunities  where  commonali- 
ties can  be  identified  and  supported. 

4.  To  provide  socializing  experiences  in  which  interpersonal  rela- 
tionships are  stressed. 

5.  To  involve  participants  in  program  activities  consistent  with 
their  own  needs  and  interests  and  supplemented  by  innovative  actions 
of  the  staff  person. 

6.  To  maximize  the  resources,  skills,  and  activities  in  other  areas 
of  the  institution  so  that  opportunities  for  socializing  actions  can  be 
diffused  throughout  the  institution.  In  other  words,  to  alert  and  enlist 
others  in  the  institution  to  support,  refer,  and  adopt  behavior  and 
programs  that  stimulate  human  involvement. 

7.  To  refer  to  other  services  in  the  facility  when  specific  skills  to 
meet  specific  needs  are  indicated. 

8.  To  stimulate  and  expand  interest  in  noninstitutional,  commu- 
nity-wide activities  of  an  educational,  cultural,  familial  or  socially 
significant  character. 

9.  To  assist  in  developing  indigenous  leadership  of  residents  in 
self-governing  program-setting  activities  that  encourage  self-direction 
and  individual  choice. 

10.  To  strengthen  linkages  to  family  members  and  community 
members  by  encouraging  their  active  involvement  in  agency  pro- 
grams, through  education,  information  sharing,  and  opportunities  for 
participation. 

B.  IMPLEMENTING  GROUP  WORK 

The  most  important  activities  of  a worker  engaged  in  group  work 
with  institutionalized  older  adults  (as  with  all  clients)  are  those  that 
occur  before  any  formalized  meeting  with  group  members  ever  takes 
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place.  Staff  who  work  with  resident  groups  usually  have  sufficient 
basic  interpersonal  skills  to  function  adequately  in  group  meetings. 
However,  the  worker  activities  that  often  get  the  least  attention, 
and  which  are  the  most  crucial  to  the  outcome  of  the  program  are 
related  to  the  thinking,  planning,  and  preparation  that  occurs  prior  to 
the  convening  of  any  meetings.  It  is,  after  all,  the  worker's  perceptions 
of  the  needs  and  goals  of  the  members  and  the  institution  that  govern 
his  actions. 

The  single  most  important  consideration  in  developing  successful 
group  experiences  is  a careful  determination  of  the  group  purpose. 
Along  with  clarification  of  the  purpose  of  the  group  there  must  be  a 
corresponding  matching  of  group  membership  so  that  it  is  con- 
sistent with  that  purpose. 

Often,  the  identification  of  group  members  will  precede  develop- 
ment of  a group  purpose.  Several  residents  who  have  shown  an 
interest  in  classical  music  might  be  identified,  and  a group  program 
for  the  purpose  of  music  appreciation  may  then  follow.  Men  who 
have  separated  themselves  from  the  female  dominated  resident-staff 
community  often  show  an  informal  interest  in  TV  sports,  cigars, 
billiards,  etc.,  and  this  membership  identification  may  lead  to  the 
formalizing  of  a group  to  expand  and  enrich  these  masculine  interests. 
New  residents  in  the  home  may  be  observed  to  be  experiencing 
similar  difficulties  in  adjusting  to  the  new  setting,  and  a special  group 
may  be  created  with  orientation  to  the  home  as  its  purpose. 

Knowledge  of  the  needs  of  the  aged,  awareness  of  needs  in  the 
institution  or  of  opportunities  in  the  community  may  lead  to  group 
development  in  which  membership  is  selected  in  response  to  a 
previously  determined  purpose.  For  example,  when  a special  holiday 
is  approaching,  a planning  group  may  be  developed  to  arrange  a 
series  of  institution-wide  programs.  If  a community  sponsored  work 
project  is  developed,  a resident  group  may  be  formed  to  enable  the 
institution  through  these  selected  residents  to  become  part  of  a 
larger  program.  A new  staff  member  with  skill  and  experience  in  a 
special  program  area  (gardening,  cooking,  music,  etc.)  may  wish  to 
make  his  resources  available  to  the  institution  and  interested  residents 
may  be  recruited. 

The  creation  of  a group  in  a long-term  care  institution  cannot  be 
accomplished  merely  by  calling  a meeting  of  certain  individuals  and 
getting  on  with  the  program.  Complexities  of  institutional  life  need 
to  be  carefully  considered  before  any  group  program  can  be  effec- 
tively initiated:  departmental  interdependence,  medical  needs  of 
residents  and  accompanying  restrictions  and  limitations,  schedules  of 
other  services  and  activities,  timetables  of  nursing  shifts  and  sched- 
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ules,  conflicting  perceptions  of  resident  needs  among  staff,  families, 
and  residents.  The  zealous,  albeit  well-intentioned  worker  who 
attempts  to  bypass  these  institutional  considerations  and  conduct  his 
own  independent  group  work  operation  will  encounter  conflict,  or 
abandonment  and  isolation  of  his  program  from  the  rest  of  the 
institution.  To  be  effective , group  services  in  the  institution  must  be 
understood  and  supported  by  all  significant  institutional  elements. 

Because  of  the  complexity  of  establishing  group  programs,  attention 
must  be  paid  to  the  setting  of  priorities  regarding  the  kinds  of  groups 
to  be  developed.  The  creation  of  a new  group  service  should  be 
considered,  particularly  in  instances  where  there  is  the  prospect  of  an 
ongoing  need  for  the  group,  commonality  of  individual  needs  among 
the  members,  and  potential  for  a sufficient  supply  of  members  to 
maintain  the  existence  of  the  group.  (This  does  not  preclude  small 
special  interest  groups  as  ends  in  themselves  or  as  means  of  initiating 
what  later  may  attract  other  members). 

Among  the  kinds  of  ongoing  group  services  that  are  particularly 
appropriate  for  the  long-term  care  facility,  in  addition  to  the  myriad 
of  recreational,  entertainment,  and  activity  type  groups,  are  those  for 
(1)  orientation,  which  may  relate  to  the  needs  of  applicants,  new 
residents  and/or  families,  (2)  social  interaction,  (3)  resident  govern- 
ment and  (4)  community  relations. 

1.  Orientation 

a.  Applicants  Group — The  circumstances  in  an  elderly  person's 
life  which  prompt  the  seeking  of  a protective  setting  are  often 
fraught  with  anxiety,  physical  discomfort,  personal  loss,  and  depres- 
sion. Making  an  application  to  an  institution  may  be  a result  of 
advice  or  pressure  from  others  and  is  approached  by  the  aged 
applicant  with  considerable  hesitancy  and  ambivalence.  When  he 
accepts  institutional  care  as  a necessary  plan,  the  new  applicant 
may  by  placed  on  a waiting  list.  The  waiting  period  varies  in 
duration.  The  "let-down"  that  occurs  may  increase  depression  and 
anxiety. 

When  there  are  a number  of  applicants  awaiting  admission,  an 
important  group  work  service  can  be  an  ongoing  series  of  meetings 
for  and  with  them.  Eventual  admission  may  be  made  easier  by  the 
offering  of  information  about  the  home,  by  the  comfort  derived  from 
sharing  fears  and  anticipations  with  others,  and  by  finding  new 
companions. 

b.  The  New  Resident  Group — All  newcomers  to  the  setting  share 
anxieties  regarding  this  new  way  of  life.  In  addition,  help  is  needed 
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in  developing  new  friendships  and  social  contacts.  A group  for 
new  residents  brings  together  persons  with  common  fears  and 
shared  needs  for  information  and  new  relationships.  The  activity 
of  the  worker  is  guided  by  these  purposes,  and  the  content  of 
group  meetings  is  related  to  such  matters  as  giving  information, 
sharing  of  experiences,  and  deriving  mutual  support.  Such  groups 
are  time-limited  and  members  are  urged  and  helped  to  move  out 
into  other  ongoing  programs  and  groups,  making  way  for  the  entry 
of  newcomers. 

c.  Family  Group — Admission  of  an  older  person  to  a long-term 
facility  represents  a new  way  of  life  and  represents  major  changes 
to  the  family  as  well  as  to  the  new  resident.  For  family  members, 
placement  of  a parent  may  be  accompanied  by  unrealistic  antici- 
pations of  either  magical  recovery  or  imminent  death,  guilt  for  not 
keeping  the  parent  at  home  any  longer,  and/or  ignorance  regarding 
the  potentials  and  the  limits  of  the  facility's  program  and  personnel. 
These  and  other  feelings  and  attitudes  of  families  may  become 
translated  into  actions  and  behaviors  that  can  interfere  with  the 
resident's  adjustment  to  his  new  life. 

As  a possible  protection  of  the  vulnerable  new  resident  and  as  an 
important  supportive  service  to  a potentially  troubled  and  troubling 
family,  orientation  services  should  be  provided  to  the  families. 
In  addition  to  individual  services,  group  meetings  of  several  families 
of  applicants  and/or  new  residents  may  provide  an  important  sup- 
port. Families  may  discover  that  they  are  not  alone  in  their  feelings 
of  fear  or  guilt  about  placing  the  parent;  interfering  or  isolating 
behaviors  may  be  reduced.  The  group  meetings  can  be  used  to 
acquaint  the  families  with  the  services  of  the  home,  familiarize 
them  with  routines  and  procedures,  and  enable  them  to  know  the 
staff  and  develop  cooperative  plans  for  visits,  trips,  handling  of 
belongings,  and  other  matters.  The  group  meetings  also  offer 
opportunities  for  families  to  share  important  new  information 
regarding  the  aged  parent  that  may  assist  the  worker  in  program 
planning  for  the  resident. 

There  may  be  instances  where  the  needs  of  families  go  beyond 
a 3-4  session  orientation  group  experience,  and  a more  permanent 
family  group  service  will  be  indicated.  The  worker  and  the  facility 
need  to  determine  the  priorities  for  service  and  the  capacity  of  the 
facility  to  expand  its  services  in  this  matter.  If  a longer  range 
program  for  families  is  indicated,  it  may  be  possible  for  it  to  be 
offered  by  a community  family  agency.  Nevertheless,  an  ongoing 
open-ended  family  group  for  orientation  purposes  may  become 
a permanent  service  in  the  home,  with  new  members  entering  and 
leaving  as  residents  become  integrated  into  the  life  of  the  home. 
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2.  Social  Interaction 

This  type  of  group  service  provides  the  resident  an  opportunity  to 
pursue  social  relationships  with  persons  similar  to  himself.  One  of 
the  problems  in  long-term  care  institutions  is  the  enforced  associa- 
tion with  large  numbers  of  persons  in  most  organized  activities.  The 
frequent  development  of  small  informal  resident  cliques  is  evidence 
of  a need  for  selective,  even  exclusive  small  group  associations. 

Small  social  groups  can  be  formed  in  various  combinations:  a 
men's  club  for  the  pursuit  of  sports,  card  games,  fishing,  etc.;  a 
women's  club  for  corresponding  feminine  interests;  a special  club 
composed  of  bed-  or  chair-bound  residents  on  a nursing  unit  who 
are  otherwise  unable  to  participate  in  general  social-recreational 
programs;  a volunteer  group  composed  of  healthier  residents  who 
are  organized  to  offer  various  services  to  the  institution  and,  where 
possible,  to  the  community,  and  who  engage  in  social  activities 
of  their  own  as  well. 

Many  other  variations  on  these  themes  may  be  developed.  The 
guiding  principles  are  small  size,  common  interests  among  mem- 
bers, and  program  opportunities  that  are  not  otherwise  available 
within  the  usual,  regular  activities  of  the  facility. 

3.  Resident  Government 

One  of  the  main  dehumanizing  features  of  institutional  life  can  be 
the  removal  of  decision-making  opportunities  from  those  most 
concerned  with  decision  outcomes.  The  long  cherished  right  of 
individual  self-determination  must  be  preserved  to  the  fullest  pos- 
sible extent  even  for  the  infirm  institutionalized  aged.  One  approach 
to  resident  self-determination  may  be  a representative  elected  council 
of  residents  who  meet  regularly  with  the  institution  executive  to 
deal  with  overall  resident  concerns  related  to  institutional  policies 
and  services.  In  larger  facilities,  such  a group  may  be  supplemented 
by  resident  meetings  held  for  each  of  the  geographic  subunits.  The 
aim  of  such  unit  meetings  is  to  involve  residents  in  discussion  of 
issues  which  affect  their  lives  such  as  schedules,  food,  program  op- 
portunities, and  interpersonal  problems. 

Both  overall  resident  council  and  the  geographically  based  unit 
group  may  be  accompanied  by  concurrent  ongoing  specialized 
committees.  A resident  program  committee  can  plan  special  pro- 
grams for  the  institution  or  for  the  individual  unit.  A religious  com- 
mittee may  exist  to  plan  services  and  holiday  celebrations.  A resi- 
dent group  may  be  elected  to  engage  in  regular  meetings  with  the 
staff  and/or  the  institution's  board  of  directors  to  participate  in 
overall  policymaking.  Special  committees  of  interested  residents 
could  be  formed  to  relate  to  other  institutional  functions  such  as 
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a dietary  committee  (to  advise  on  menus,  special  snacks,  resident 
cooking  opportunities,  etc.),  social  committee  (to  plan  teas,  luncheons, 
birthday  parties,  fund  raising  affairs),  service  committee  (to  arrange 
for  resident  volunteers  to  perform  services  to  the  institution  and  to 
particular  residents). 

All  of  these  resident  government  groupings  offer  the  aged  person 
living  in  the  institution  a much  needed  opportunity  to  become,  once 
again,  a decision  maker,  a contributor  to  his  own  and  to  other's 
welfare  and  an  active  citizen  in  an  all  too  quickly  shrinking  personal 
world. 

The  unique  composition  of  each  group  determines  its  major 
focus.  Program  planning  may  dominate  the  agenda  of  one  unit's 
meeting  while  discussion  of  conflicts  among  roommates  may  be  a 
subject  for  another  unit.  In  any  case,  it  is  essential  that  these  meet- 
ings be  attended  by  those  staff  persons  who  occupy  significant 
decisionmaking  positions.  The  social  worker,  the  head  or  charge 
nurse  should  attend  such  meetings  regularly,  and  other  responsible 
staff  should  be  brought  in  when  it  is  anticipated  that  the  agenda 
will  include  subjects  related  to  a particular  department  or  service. 

It  is  extremely  important  that  residents  have  genuine  oppor- 
tunities to  take  responsibility  for  some  of  the  matters  that  affect 
them.  The  level  of  disability  and  loss  of  function  may  determine, 
in  part,  the  extent  to  which  these  resident  groups  may  be  able  to 
make  decisions.  But  even  with  severe  limitations,  a resident  govern- 
ment group  is  capable  of  determining  preferences  regarding  cer- 
tain programs  to  be  planned,  refreshments  to  be  served,  decor  of 
their  living  areas,  etc.  It  is  important  that  the  staff  leader  of  these 
groups  enables  these  decisions  to  be  made  and  support  and  rein- 
force the  group  by  calling  to  its  attention  that  it  had  made  the 
decision. 

4.  Community  Relations 

Without  careful  attention  by  staff,  the  walls  of  the  institution  can 
very  quickly  become  the  outer  limits  of  the  residents'  world.  Crea- 
tive and  innovative  devices  need  to  be  developed  by  staff  to  main- 
tain resident  contact  with  the  outside  community. 

The  active,  healthy  resident  with  a loving,  interested  family  may 
be  able  to  maintain  his  links  to  the  community  without  aid.  How- 
ever, upon  entry,  some  residents  may  become  isolated  from  previous 
interpersonal  contacts.  Various  group  programs  can  be  developed 
to  foster  continued  community  contacts.  Where  physical  abilities 
allow,  the  preferred  approach  is  to  provide  reasons  for  the  resident 
to  leave  the  institution.  Resident  groups  for  crafts,  music  and  other 
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recreation  activities  can  take  place  at  the  local  "Y"  or  community 
center  to  supplement  the  in-house  facilities.  Every  group  program 
should  include  weekly  or  monthly  group  trips  to  places  in  the  com- 
munity. 

Residents  can  be  hosts  to  the  community  as  well.  Regular 
family  days  that  bring  families  and  community  friends  to  the  institu- 
tion need  to  be  planned  and  developed.  Groups  of  children  from 
school  classes,  Sunday  school  groups,  and  others,  can  be  encouraged 
to  use  certain  facilities  in  the  institution.  Residents  may  serve  in  roles 
such  as  hosts  and  hostesses,  teacher-helpers,  or  quasi-grandparents. 
Such  activities  require  support  and  resources  for  organized  groups  of 
residents. 

C.  LEADERSHIP  TECHNIQUES 

As  stated  above,  careful  thought  regarding  group  purpose  and 
selection  of  members  consistent  with  that  purpose  are  the  most  im- 
portant factors  in  group  leadership.  Assuming  that  this  careful  thought 
has  been  given,  and  the  decision  to  form  the  group(s)  has  been  made, 
with  what,  now,  must  the  group  leader  concern  himself? 

1.  Staff  Communication 

All  staff  (aides,  administrators,  nurses,  department  heads,  etc.),  must 
be  informed  of  the  plans.  The  purpose  of  the  group,  membership, 
meeting  time,  meeting  place,  and  special  needs,  must  be  reviewed 
and  explained.  Other  staff  may  have  important  ideas,  skills,  resources 
or  suggestions  to  offer  and  these  should  be  considered  carefully.  The 
decision  to  embark  on  a group  service  should  never  be  made  by  the 
group  leader  alone.  A team  or  staff  meeting  is  the  logical  setting  for 
discussion  of  the  group  plans  to  take  place. 

2.  Resident  Communication 

Each  resident  who  is  being  considered  for  membership  in  a new 
group  should  be  seen  individually  by  the  worker.  The  plans  need  to  be 
clarified  and  the  purpose  and  goals  explained.  The  resident  is  likely  to 
have  anxieties  about  a new  situation  and  will  gain  comfort  from  a 
knowledge  of  who  else  will  be  in  the  group  and  what- will  take 
place.  This  contact  offers  the  resident  a special  personal  relationship 
with  the  worker  that  can  be  most  supportive.  Since  group  members 
in  the  early  stages  tend  to  relate  primarily  to  the  group  leader  rather 
than  to  each  other,  these  residents  need  to  have  established  a 
personal  bond  with  the  worker  and  this  can  begin  in  the  initial 
contact.  These  personal  contacts  are  essential  for  specialized  treat- 
ment groups  such  as  those  for  orientation  or  socialization.  The  usual 
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open-invitation  recreational  group  activities  do  not  require  the  same 
personal  contact,  except  as  a means  for  an  extra  worker  effort  to 
reach  out  and  help  reluctant  members  to  enter  the  recreational 
program. 

3.  Clearing  With  the  Bureaucracy 

The  group  leader  must  insure  that  his  group  meeting  will  proceed 
without  intervention  from  or  conflict  with  other  elements  of  the 
institution.  All  staff  need  to  be  aware  of  the  meeting  time,  and 
schedules  should  be  arranged  so  that  no  group  member  will  be 
expected  in  X-ray,  occupational  therapy,  or  other  departments.  The 
room  for  the  meeting  needs  to  be  confirmed  and  its  use  protected 
from,  for  example,  the  sewing  circle  that  also  meets  there  or  the 
janitor  who  always  has  mopped  the  floor  at  that  very  time.  The  group 
leader  should  be  in  the  room  as  people  arrive.  If  members  need  help 
with  transportation  to  the  meeting,  the  worker  must  make  these 
arrangements  in  advance.  Earlier  investment  in  staff  communication 
will  have  paid  off  in  this  regard. 

4.  Physical  Setting 

The  group  leader  needs  to  consider  the  comfort  of  his  members 
and  the  extent  to  which  the  physical  setting  of  the  meeting  will  help 
or  hinder  the  program  of  the  group.  The  room  should  be  large 
enough  for  the  number  expected.  Group  size,  of  course,  varies  in 
relation  to  such  factors  as  the  purpose  of  the  group  and  size  of  institu- 
tion. For  groups  in  which  there  is  an  expectation  of  members  talking 
and  interacting  with  each  other,  a size  of  10  or  12  would  be  the  upper 
limit.  If  wheel  chairs  are  expected,  space  must  be  provided.  Proper 
heat  and  light  are  most  important  and  the  room  should  be  free  of 
noise  that  may  interfere  with  impaired  hearing. 

5.  Initial  Member  Concerns 

New  members  of  a group  are  concerned  with  the  same  two  major 
issues  discussed  above:  the  purpose  and  the  people.  The  activity  of 
the  group  leader  in  the  first  meeting(s)  is  to  recognize  these  concerns 
and  help  the  group  over  the  early  anxiety.  While  there  may  be 
some  time  devoted  to  explaining  the  purpose  at  the  outset,  the 
major  initial  problems  for  members  are  getting  to  know  the  other 
members  in  this  new  setting.  Devices  such  as  formal  and  informal 
introductions,  getting  acquainted  games  or  mixers,  and  going  around 
and  telling  about  oneself,  are  helpful  means  of  getting  acquainted. 

Most  members  want  and  need  to  tell  about  themselves  and  hear 
about  the  others  as  well.  The  worker  serves  as  a kind  of  traffic  man- 
ager, inviting  members  to  speak,  and  looking  for  existing  commonali- 


SOCIAL  WORK  WITH  CROUPS 


133 


ties  within  the  group.  If  Mrs.  A.  has  described  some  feature  of  her- 
self that  is  similar  to  that  of  Mrs.  B.,  the  worker  would  do  well  to 
verbalize  that  similarity  to  the  group  as  a whole,  thus  beginning  to 
establish  bonds  between  members  and  helping  them  feel  the  support 
and  comfort  that  come  from  finding  others  in  similar  circumstances. 
The  client  tendency  in  the  early  stages  is  to  relate  exclusively  to 
the  worker.  This  calls  for  attention  by  the  worker  to  opportunities 
for  connecting  members  to  each  other  and  for  encouraging  them  to 
address  each  other  directly. 

Since  the  intent  is  for  the  group  to  become  something  more  than 
merely  an  opportunity  to  visit  (though,  in  some  instances  this  may, 
indeed,  be  a most  appropriate  purpose  for  a group  in  a long-term 
facility),  the  worker  needs  to  guide  the  "getting  acquainted"  phase 
toward  the  group  purpose.  In  a new  residents'  group  the  worker 
would  encourage  members  to  share  their  experiences  in  the  new 
setting,  seek  expression  of  anxieties  that  residents  feel  in  being  new 
and  help  them  discover  that  others,  too,  feel  the  same.  Residents  who 
have  been  in  the  institution  awhile  may  describe  the  way  they 
handled  problems,  thereby  gaining  some  status  as  "old  timers"  and 
making  a potentially  useful  contribution  to  the  welfare  of  the  others. 
This,  then,  is  not  only  part  of  getting  acquainted,  but  begins  to  set 
the  pattern  for  group  behavior  in  relation  to  the  group's  purpose. 

6.  Programming 

Program  is  only  a tool  to  initiate  group  interaction.  It  is  the  content 
of  group  life,  conducted  in  a structured  setting  which  seeks  to 
optimize  opportunities  for  creative  expression,  personality  enhance- 
ment, social  fulfillment  and  human  engagement.  In  an  institutional 
setting,  program  must  reflect  differing  human  functional  and  cogni- 
tive abilities.  Because  of  this,  variation  in  both  content  and  com- 
plexity is  necessary  in  order  to  reach  all  people  in  some  manner. 
This  implies  common  interest  groups,  avocational  interests,  and  com- 
mittees for  planning  and  managing  communal  activities,  as  well  as 
mass  activities.  It  means  small  and  large  groups,  technically  demand- 
ing and  passive  activities,  both  inside  the  institution  and  with  other 
groups  in  the  wider  natural  community. 

Short-term  diversional  activities  have  an  important  value,  but  do 
not  constitute  a balanced  diet  of  activities.  Too  often  in  the  institu- 
tion, the  passive  patient  role,  coupled  with  short-term  diversions, 
constitute  the  only  base  for  organized  activities.  These  fall  far  short 
of  tapping  human  potentials  that  seek  productive  involvements  and 
opportunities  for  social  interaction,  on  a continuous  basis  and  with 
some  degree  of  complexity.  The  group  worker's  role  is  to  design 
programs  with  these  factors  in  mind. 
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D.  PROGRAM  EVALUATION 

Programs  change  as  needs  change,  and  new  generations  of  interest 
are  reflected  in  new  generations  of  residents.  A constant  evaluation 
of  the  group  work  program  is  necessary  in  order  to  keep  it  vital, 
constructive,  and  well  balanced.  Note  should  be  made  of  programs 
which  have  lost  their  appeal  as  well  as  those  which  remain  effective. 
The  following  factors  should  be  considered: 

• To  what  extent  are  the  expressed  goals  of  any  specific  group 
being  met? 

• How  fully  are  individuals  participating  in  the  group  activity  and 
with  what  results? 

• Has  the  group  experience  generated  opportunities  for  self- 
expression,  hope,  improved  morale  or  such  other  dynamics  of  human 
functioning  that  enhance  well-being? 

• Are  attitudes  and  behavior  of  individual  group  members  being 
carried  over  into  other  spheres  of  social  interaction  in  the  facility? 

• Does  the  group  enjoy  the  acceptance  and  cooperation  of  other 
departments  in  the  facility? 

• Are  family  and/or  community  members  informed,  supportive  and 
involved  when  this  is  pertinent  to  the  nature  of  the  group? 

• Are  program  goals  and  results  being  communicated  to  the  ad- 
ministration of  the  facility,  and  are  adequate  resources,  space  and 
time  blocks  available  to  the  professional  worker? 

These,  and  other  considerations,  should  form  part  of  a systematic 
plan  for  program  evaluation. 

E.  CONCLUSION 

Older  people  living  in  long-term  care  facilities  need  to  enjoy  life 
by  participating  in  activities  which  did,  could,  or  will  interest  them. 
They  need  to  experience  a sense  of  importance,  belonging  and  worth, 
a feeling  of  creativity  and  usefulness,  and  to  establish,  re-establish  or 
extend  sound  social  relationships,  as  well  as  to  cope  satisfactorily 
with  the  unique  demands  of  congregate  living.  To  accomplish  this, 
the  long-term  care  facility  needs  competent  staff  and  ample  resources, 
space,  and  support  from  all  levels  of  the  organization  and  all  pro- 
fessional and  nonprofessional  personnel. 

Residents  are  helped  best  when  they  engage  in  helping  themselves 
to  the  best  of  their  abilities.  The  goal  in  all  this  effort  is  to  restore 
purpose  as  well  as  function;  to  fix  attention  on  the  quality  as  well  as 
the  quantity  of  life,  on  the  art  of  living  as  well  as  the  science  of  life; 
and  to  temper  expectations  with  realistic  yardsticks.  Social  group 
work  provides  a vital  link  in  this  total  approach  to  human  service. 
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Planning  and  Social  Action, 
Training  and  Education,  Research 

A.  PLANNING  AND  SOCIAL  ACTION 

Social  workers  in  long-term  facilities  and  those  in  other  settings  who 
deal  with  older  people  currently  or  potentially  in  need  of  these 
facilities  should  be  concerned  with  factors  in  the  broad  social  and 
physical  environment  such  as  legislation,  governmental  policy  and 
action,  service  resources,  housing,  income  maintenance,  and  health 
programs.  All  of  these  have  a direct  impact  on  the  well-being  of 
older  people  and  their  families,  and  all  are  determinants  of  the  plans 
the  clients  can  be  helped  to  make.  The  social  worker,  because  of 
his  intimate  case  knowledge  of  how  such  matters  affect  his  clients, 
is  in  a prime  position  to  identify  gaps  in  resources  or  restrictive  or 
confusing  regulations.  He  therefore  has  a professional  responsibility 
to  take  steps  designed  to  transmit  his  information  and  to  participate 
in  action  to  translate  that  knowledge  into  policy  and  program. 

The  current  situation  of  older  people  is  one  of  the  major  contem- 
porary social  issues;  within  the  total  group  of  aged,  those  in  need  of 
long-term  care  and  those  receiving  it  are  a particularly  disadvantaged 
subgroup.  This  Guide  cannot  review  all  the  inequities  and  service 
gaps,  nor  detail  methods  to  remedy  them.  The  literature  in  the  field 
and  the  background  and  concluding  chapters  of  the  Guide  delineate 
some  of  the  issues  and  proposed  solutions.  What  is  emphasized  is 
that  by  the  very  nature  of  the  profession  of  social  work,  the  task  is 
incomplete  and  ineffective  if  limited  to  the  modalities  of  direct 
services,  modification  of  institutional  milieu,  research,  education  and 
training,  but  omits  attention  to  the  broader  social  context. 

B.  TRAINING  AND  EDUCATION 

The  shortage  of  personnel  interested  in  aging  makes  training  and 
education  a special  responsibility. 

Those  facilities  with  professional  social  work  staff,  therefore,  should 
serve  as  sites  to  train  students  (graduate  and  undergraduate).  Social 
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work  in  a long-term  care  facility  can  provide  a wide  variety  of  ex- 
perience. It  combines  family  focused  social  work,  medical  and  psy- 
chiatric social  work,  social  work  with  the  chronically  disabled,  and 
other  "specialities,"  and  utilizes  all  social  work  modalities. 

Some  large  institutions  train  physicians,  nurses,  mental  health 
workers  and  others.  Social  workers  should  participate  in  those  train- 
ing programs  in  order  to  integrate  the  social  aspects  of  care  in  the 
students'  approaches  and  experience  as  early  as  possible. 


C.  RESEARCH 

The  Guide  section  on  statistics  and  reports  (in  chapter  12)  details 
some  of  the  data  that  should  be  assembled  as  a matter  of  routine. 
That  data,  when  analyzed  and  interpreted,  constitutes  a form  of 
research  that  should  be  carried  out  on  a continuing  basis.  Not  in- 
frequently, it  suggests  areas  that  should  be  examined  in  more  detail. 
For  example,  a number  of  facilities  in  the  past  found  it  important  to 
document  the  changing  characteristics  of  applicants  in  order  to  plan 
their  policies  and  programs  appropriately.  Another  example  of  sta- 
tistical findings  that  should  be  explored  further  might  be  significant 
increases  or  decreases  in  the  number  of  applicants.  Such  studies  can 
often  be  designed  and  carried  out  as  part  of  the  regular  work  of 
the  social  work  staff,  but  it  is  desirable  to  obtain  research  consulta- 
tion if  possible. 

On  a broader  scale,  social  work  has  a responsibility  to  utilize  re- 
search findings  in  the  field  of  aging  that  have  implications  for  prac- 
tice and  to  participate  in  the  development  of  new  knowledge.  The 
social  worker  in  a long-term  care  facility  occupies  a vantage  point  to 
identify  issues  that  should  be  researched,  and  to  facilitate  studies 
being  carried  out  by  research  investigators  from  other  disciplines  and 
professions. 

Designing,  funding,  and  implementing  formal  research  studies  are 
complex  matters.  Research  is  a highly  specialized  technique  and 
formal  studies  must  have  the  benefits  of  expert  consultation  and/or 
direction  by  a trained  investigator.  Some  large  facilities  have  such 
specialists  on  the  staff  full-  or  part-time  (e.g.,  a research  social  worker, 
psychologist,  or  sociologist).  Research  should  be  viewed  by  social 
workers  as  an  important  modality  that,  properly  used,  is  in  the  best 
interests  of  the  clients  they  serve.  To  be  useful  for  policy  and  program 
planning,  knowledge  must  be  retrieved,  organized,  and  tested.  One  of 
the  most  important  skills  of  the  social  work  practitioner  is  careful, 
sensitive  listening  to  the  client  or  groups  of  clients.  Research  is  an 
extension  of  the  "listening"  role.  It  can  be  another  way  of  listening  to 
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clients  so  that  data  is  produced  to  document  the  need  for  change  and 
to  point  to  the  directions  it  should  take. 

It  is  essential  to  protect  the  rights  of  individuals  who  are  the 
subjects  of  any  research  study.  No  one  should  be  unaware  that  he  is 
part  of  a project  or  should  be  compelled  to  participate  against  his 
will.  Informed  consent  invariably  must  be  obtained. 


12 


Administrative  Considerations 


The  structural  relationships  of  social  work  to  long-term  care  facilities 
have  been  shown  to  vary  widely.  Among  the  determinants  of  admin- 
istrative patterns  are  the  size  of  the  facility,  the  amount  of  social  work 
time  available,  the  nature  of  the  auspice  or  sponsoring  body,  and 
whether  the  social  worker  is  a part-time  consultant  or  there  is  a 
large  social  work  department.  There  are,  however,  some  factors  and 
goals  that  are  applicable  in  most  settings. 

A.  RELATIONSHIP  TO  ADMINISTRATION  AND  OTHER 
DEPARTMENTS 

The  department  of  social  work  should  be  a major  functional  unit 
of  a long-term  facility.  As  such  it  should  maintain  close  liaison  with 
administration  and  with  all  other  departments.  There  should  be 
social  work  representation  at  administrative  staff  meetings  and  on  all 
important  committees  such  as  utilization  review  committee,  research 
review  committee,  education  committee,  and  others. 

It  is  the  administrator's  responsibility  to  provide  social  work  offices 
that  are  accessible  to  clients  and  family,  adequately  furnished  and 
equipped  with  appropriate  supplies,  and  that  afford  privacy  for 
interviews.  There  should  be  provision  in  space  and  budget  for 
clerical  assistance  and  for  assembling  a library  of  relevant  books, 
journals,  and  reprints. 

Relationship  to  OT/RT 

Because  of  the  mutuality  of  concern  of  the  social  work  department 
and  recreational  and  occupational  therapy  departments,  special  men- 
tion is  made  of  their  relationship.  In  some  facilities,  there  are  separate 
departments;  in  others,  RT  and  OT  services  are  supervised  by  or 
part  of  the  social  work  department.  Either  system  can  work  effec- 
tively. Each  group  of  specialists  is  in  a position  to  note  needs  that 
can  be  met  by  the  others.  Both  deliver  group  services  although  the 
techniques  and  methods  may  be  different  (see  chapter  10).  Whatever 
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the  pattern,  close  cooperation  and  coordination  are  essential  if  the 
common  goal  of  enhancement  of  the  well-being  of  clients  and 
families  is  to  be  met. 

B.  THE  SOCIAL  CASE  RECORD 

1.  Purpose 

The  purpose  of  the  social  case  record  is  to  provide  a concise, 
orderly,  permanent,  and  transferable  record  of  personal  and  social 
information  about  the  client  and  his  family.  Information  is  noted 
which  is  germane  to  the  provision  of  social  work  services,  assessment 
of  eligibility  and  appropriate  placement,  social  diagnosis,  formulation 
of  treatment  plan,  and  reformulation  of  treatment  goals  in  accordance 
with  the  client's  changing  needs.  The  record  should  be  organized 
in  such  a way  as  to  facilitate  communication  among  staff  who  use  it. 

2.  Confidentiality 

The  case  record  is  a confidential  document.  Selected  information 
may  be  made  available  to  other  personnel  and/or  to  recognized 
community  health  and  welfare  agencies  requiring  that  information  in 
order  to  render  appropriate  service  to  meet  the  client's  needs.  Except 
for  such  instances,  the  records  are  considered  to  be  privileged  com- 
munications available  only  to  social  work  staff  and  to  authorized 
professional  personnel  directly  involved  in  the  administration  of 
matters  related  to  the  client's  care. 

3.  Application  Case  Records 

The  application  case  record  can  be  organized  into  three  categories 
of  materials: 

a.  Case  recording  of  social  information:  This  section,  consisting  of 
the  social  worker's  dictation,  is  fastened  at  the  top  of  the  left  hand 
side  of  the  opened  case  folder.  Recording  is  filed  in  reverse  chrono- 
logical order — i.e.,  most  recent  recording  on  top.  In  general,  the 
recording  includes: 

i.  An  account  of  the  social  worker's  contacts  with  the  client, 
family  members  and  other  life-figures,  and  social  and  health 
agencies. 

ii.  Professional  evaluation  of  the  needs,  attitudes,  feelings,  prob- 
lems and  relationships  of  the  client  and  family. 

iii.  Assessment  of  the  applicant's  personality,  his  physical,  men- 
tal and  emotional  status,  and  his  functional  capacities. 

iv.  Social  history  and  background  information. 
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v.  Financial  information  about  family  and  adult  children  relevant 
to  assisting  with  financial  planning. 

vi.  Evaluation  of  current  situation  and  recommendations  for 
social  treatment. 

vii.  Brief  description  of  case  work  approach  and  its  utilization  of 
the  client(s). 

viii.  Re-evaluation  and  reformulation  of  diagnosis  and  treatment 
goals  as  the  needs  and  condition  of  the  client  and  family  change. 

While  these  areas  are  always  covered,  there  is  no  rigid  order  for 
obtaining  the  information.  Summary  dictation  with  subject  headings 
is  preferred.  This  by  no  means  precludes  brief  notation  of  the  clients' 
utilization  of  case  work  help.  Detailed  process  recording,  however, 
is  usually  the  practice  only  for  students  and  new  social  workers.  All 
entries  are  dated  and  the  name  of  the  social  worker  appears  after 
each  entry.  A guide  for  dictation  of  the  initial  interview(s)  appears  in 
this  manual  in  appendix  C.  This  may  be  modified  in  any  way  as 
dictated  by  the  nature  and  content  of  the  interviews.  Subsequent 
entries  are  usually  in  narrative  form,  but  with  subject  headings 
whenever  possible. 

When  a case  has  been  fully  studied,  the  worker  prepares  the  Com- 
pletion Summary  organizing  the  material  in  accordance  with  the  form 
outlined  (appendix  M).  This  summary  is  always  filed  at  the  top  of  this 
section  of  the  case  record.  Subsequent  contacts  and  information  are 
entered  chronologically  with  previous  recording,  and  the  Completion 
Summary  is  kept  up-to-date. 

b.  Application  forms  and  correspondence:  These  materials  are 
fastened  at  the  top  to  the  right  hand  side  of  the  open  application 
folder.  On  the  top  is  a Fact  Sheet-Check  List  which  is  kept  current 
by  the  social  worker.  Underneath  are  the  completed  application 
form  (appendix  D),  and  the  medical  authorization  form  (appendix 
F).  Correspondence  is  filed  behind  these  items,  in  reverse  chrono- 
logical order. 

c.  Medical  and  psychiatric  information , and  evaluation  forms: 
These  materials,  fastened  together  as  a unit,  form  a free  floating 
packet  within  the  case  record  folder.  When  the  applicant  becomes 
a resident,  this  packet,  with  the  Social  Service  Chart  Summary 
added,  is  sent  to  the  medical  records  librarian  and  is  included  in 
the  resident's  medical  chart.  The  packet  contains  the  following 
materials:  the  medical  history  and  examination  report  by  the 
facility's  physician  (appendix  G);  and  the  PGC  Physical  Classifica- 
tion Scale  (appendix  I);  Kahn-Goldfarb  Mental  Status  Questionnaire 
(appendix  L);  PGC  Physicial  Self-maintenance  Scale  (appendix  J); 
and  the  PGC  Instrumental  Activities  of  Daily  Living  Scale  (appendix 


SOME  ADMINISTRATIVE  CONSIDERATIONS 


141 


K).  These  forms  are  stapled  together  as  a unit.  The  physical  exami- 
nation findings  and  the  Physical  Classification  Scale  are  completed 
by  the  examining  physician.  The  remainder  of  the  forms  listed 
above  are  completed  by  the  social  worker  prior  to  the  medical 
examination.  Laboratory  and  X-ray  reports  are  filed  directly  behind 
this  unit  when  they  have  been  reviewed  and  initialed  by  the  phy- 
sician. The  Medical  History  form  (appendix  E)  which  was  com- 
pleted by  the  family  physician  at  the  time  of  application,  follows 
this  material  which  in  turn  is  followed  by  all  abstracts  from  general 
and/or  psychiatric  hospitals  and  clinics. 

4.  Resident  Records 

When  the  older  person  is  admitted  to  the  long-term  care  facility, 
his  medical  chart  becomes  the  central,  primary  document  for  infor- 
mation relevant  to  his  care.  The  medical  and  functional  assessment 
materials  which  have  been  assembled  by  the  social  worker  are  trans- 
ferred to  the  medical  chart.  The  chart  should  include  a separator  for 
social  work  entries  as  it  does  for  medical  specialties.  As  described  in 
the  Guide  section  on  Services  to  Residents,  the  Social  Service  Chart 
Summary  is  placed  in  the  chart  just  prior  to  admission.  Thereafter, 
the  social  worker  should  make  brief  entries  on  the  progress  notes  of 
the  medical  chart  (always  signed  and  dated)  of  all  information  rele- 
vant to  the  overall  care  of  the  resident.  Longer  notes  are  inserted  in 
the  social  work  section  of  the  chart  and  attention  is  drawn  to  them  by 
a brief  progress  note. 

The  social  worker  continues  to  maintain  a social  case  record.  This 
includes  the  detailed  narrative  and  summaries  accumulated  during 
the  intake  study.  It  also  notes  continuing  contacts  and  services  during 
the  period  of  residence.  At  periodic  intervals  (preferably  at  least  every 
6 months),  a brief  summary  of  this  social  information  is  written  and 
placed  on  the  medical  chart. 

C.  SOCIAL  SERVICE  STATISTICS  AND  REPORTS 

1.  Goals 

Statistics  of  the  department  of  social  work  are  a vital  administrative 
tool  and  an  integral  part  of  the  program,  and  should  be  organized  in 
an  orderly  and  concise  manner.  The  purposes  are: 

1.  To  report  to  the  administrator  and  the  board  of  directors  on  the 
volume  and  type  of  activities  carried  out  by  social  work. 

2.  To  reflect  changing  community  needs  for  the  services  of  the 
facility. 

3.  To  enable  the  agency  to  budget  and  to  plan  needed  services, 
programs,  and  facilities. 
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4.  To  maximize  the  use  of  staff.  That  is,  to  indicate  the  need  for 
changes  in  or  additions  to  staffing  pattern  and  to  facilitate  assignment 
of  cases  and  other  responsibilities  so  that  the  work  load  is  distributed 
equitably  and  effectively. 

5.  To  record  data  in  such  form  as  to  be  retrievable  for  internal 
departmental  studies  and  formal  research  projects. 

A monthly  statistical  report  and  a comprehensive  annual  report 
should  be  prepared  for  administrator  and  board. 

The  wide  variety  of  types  of  facilities  precludes  suggesting  forms 
and  procedures  that  can  be  universally  adopted.  However,  one  way 
of  helping  agencies  relate  to  changing  community  needs  is  to  record 
and  analyze  requests  for  service.  Knowledge  about  the  number  of 
such  requests,  their  nature,  the  demographic  and  health  characteris- 
tics of  the  population,  the  geographic  areas  from  which  they  come, 
the  services  that  they  have  utilized  in  the  community  and  those  that 
were  unavailable,  provides  the  agency  with  the  data  it  requires  to 
modify  or  expand  its  services. 

Forms  should  record,  at  the  minimum,  information  about  inquiries, 
reception  cases,  applications,  admissions,  rejections,  withdrawals, 
deaths  among  applicants,  and  the  type  of  care  required.  One  possible 
way  of  developing  such  information  is  suggested  here. 

2.  Monthly  Statistics  Kept  by  Social  Workers  Serving  Applicants 

Each  social  worker  offering  services  to  applicants  makes  entries  on 
four  separate  forms. 

The  Social  Worker's  Worksheet  (appendix  S)  aids  in  organizing 
work  and  keeping  records.  This  form  is  retained  by  the  social  worker. 

The  social  worker's  monthly  report  (appendix  I)  records  the  name 
and  disposition  of  each  hew  inquiry,  reception  case,  and  application 
handled  by  the  worker  during  the  month,  as  well  as  admissions, 
rejections,  deaths,  and  withdrawals.  It  notes  the  volume  of  cases 
handled  each  month  in  each  category.  This  form  is  given  to  the 
Director  of  the  Department  on  the  last  day  of  the  month,  and  is  used 
to  develop  the  composite  Department  Monthly  Statistics. 

3.  Department  Director's  Monthly  Statistics  on  Applicants 

The  Director  of  the  Department  maintains  the  Monthly  Report  of 
Status  of  Applications  (appendix  U).  This  notes  for  the  month  the 
names  of  every  new  applicant,  every  applicant  whose  application  is 
closed  and  the  reason  for  closure  (withdrawal,  rejection,  admission, 
death),  transfers  between  active  and  deferred  status,  and  the  place- 
ment needs  of  each  person  listed.  It  is  the  responsibility  of  the  social 
worker  to  notify  the  department  director  when  any  of  these  activities 
occur. 
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The  Monthly  Social  Service  Statistics  report  form  (appendix  V)  is 
derived  from  the  Monthly  Report  of  Status  of  Applications,  from  the 
control  board,  and  from  the  two  forms  from  each  social  worker.  This 
form  includes  data  with  regard  to  the  active  waiting  list,  deferred 
waiting  list,  inquiries,  and  placement  needs  of  the  applicant  group. 
One  copy  is  kept  on  file  in  the  department,  and  one  is  sent  to  the 
administrator  who  in  turn  uses  the  information  in  his  reports  to  the 
board  of  directors.  Where  a social  service  committee  exists,  a copy 
should  be  sent  to  the  chairman. 

4.  Monthly  Statistics  Kept  by  Social  Workers  Serving  Residents 

Appendix  W,  the  resident  social  worker's  record  of  monthly  activi- 
ties, provides  an  overview  of  the  volume  and  content  of  social  work 
services  to  residents  and  families. 

5.  Annual  Statistical  Report 

The  director  of  the  department  develops  an  annual  statistical  report 
which  is  incorporated  in  the  annual  report  of  the  department. 

If  the  statistics  described  above  have  been  maintained  regularly, 
annual  statistics  can  easily  be  developed  and  compared  with  those  of 
previous  years  to  detect  changes  and  trends.  Examples  of  information 
that  can  be  tabulated  annually  are: 

• Gross  figures  re:  numbers  of  inquiries,  applications,  admissions, 
withdrawals,  rejections,  deaths,  number  of  applicants  on  active  and 
deferred  lists. 

• Placement  needs  of  applicants  on  waiting  list. 

• Admissions  by  sex  and  facility. 

• Reasons  for  withdrawals  and  rejections. 

• Geographic  location  of  applicants. 

• Living  arrangements  of  applicants. 

• Family  composition  of  applicants. 

6.  Annual  Social  Work  Report 

The  annual  report  of  the  department  to  administration  and  board 
should  include: 

• Interpretation  of  annual  statistics,  particularly  as  they  indicate 
trends  requiring  modification  of  or  additions  to  services  and  programs. 

• Review  of  various  regular  activities  of  the  department  (services 
to  applicants,  residents,  and  families). 

• Summary  of  activities  of  Social  Service  Committee. 

• Review  of  staffing  and  projections  of  future  staffing  needs. 

• Summary  of  staff  development  program. 

• Summary  of  activities  in  education,  training,  and  research. 
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• Summary  of  other  professional  activities  (conferences,  papers, 
publications,  organizational  work). 

• Evaluation  of  the  work  of  the  department  and  statement  of 
immediate  and  long-range  needs  and  goals. 

D.  SOCIAL  WORK  JOB  SPECIFICATIONS 
1.  General  Considerations 

The  suggested  specifications  for  social  work  positions  are  intended 
to  delineate  in  broad  terms  the  education,  professional  training, 
capacities,  level  of  performance,  potential,  and  major  responsibilities 
of  each  position.  There  may  be  overlapping — i.e.,  some  of  the  same 
tasks  may  be  performed  by  social  workers  in  every  category.  Further, 
new  career  lines  and  training  programs  are  being  developed.  There- 
fore, flexibility  is  called  for  in  applying  this  section  of  the  Guide , as 
with  other  sections. 

The  term  "supervisor"  has  been  deliberately  omitted  from  each  job 
title  because  highly  skilled  delivery  of  direct  services  is  as  important 
as  the  task  of  supervising  other  workers.  It  is  assumed  that  after  the 
initial  period  of  inservice  training  and  experience,  every  worker  in 
each  category  will  be  able  to  perform  with  maximum  independence, 
though  his  supervisor  will  be  readily  accessible. 

For  all  job  titles  including  the  phrase  "social  worker,"  some  knowl- 
edge, abilities,  and  personal  characteristics  are  basic.  In  brief,  the 
social  worker  should  have  some  understanding  of  human  behavior 
and  relationships,  some  knowledge  of  social  problems  and  welfare 
programs,  some  knowledge  about  older  people  in  general.  He  should 
be  able  to  interview,  to  speak  and  write  clearly,  to  work  coopera- 
tively with  other  people,  and  to  use  supervision  and  consultation.  In 
all  categories,  it  is  of  utmost  importance  that  the  worker  respect  the 
individual  human  being,  and  be  able  to  relate  to  older  people  with 
warmth  and  sympathetic  understanding.  He  should  be  physically  and 
emotionally  stable  to  the  extent  that  his  personal  problems  do  not 
impede  his  services  to  his  clients. 

Though  desirable,  it  is  not  necessary  for  the  social  worker  to  have 
had  previous  experience  in  a setting  serving  older  people.  Social  work 
skills  are  transferable.  Work  with  the  elderly  has  elements  of  medical, 
psychiatric,  family,  and  other  types  of  social  work.  Specific  content 
can  be  learned  while  working. 

It  is  intended  that  the  "social  worker"  positions  offer  an  alterna- 
tive career  line  for  those  who  have  not  had  full  professional  training 
leading  to  a graduate  degree.  Given  the  current  and  projected  short- 
ages in  professional  social  work  personnel,  it  is  unrealistic  to  assume 
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that  there  will  ever  be  enough  graduate  social  workers  to  fill  the 
increasing  number  of  social  work  positions.  In  addition,  many  social 
work  tasks  can  be  carried  out  by  appropriate  trained  workers  who 
do  not  hold  graduate  degrees. 

2.  The  Professional  Social  Worker 

A professional  social  worker  has  at  least  a master's  degree  in  social 
work  from  an  accredited  school.  He  may  function  as  the  director, 
associate  director  or  assistant  director  of  a department  of  social  work, 
as  a consultant,  as  provider  of  direct  services,  as  a specialist  in 
research  or  education,  and  as  administrator  or  supervisor  of  one  of 
the  social  work  programs. 

3.  Director 

Where  departments  of  social  work  exist,  the  department  director 
heads  one  of  the  major  functional  units  of  the  facility.  The  director 
plans,  develops  and  administers  all  social  work  programs  and  serv- 
ices, and  employs  and  supervises  professional  and  clerical  staff  of  the 
department.  In  order  to  implement  the  goal  of  providing  integrated 
programs  of  care,  he  coordinates  social  work  activities  with  those  of 
the  other  major  departments,  (administration,  research,  medicine, 
nursing,  psychology,  recreation,  housekeeping,  food  service,  volun- 
teer). He  consults  with  the  administrative  head  of  the  facility  and 
keeps  him  advised  of  all  aspects  of  the  department's  work. 

It  is  the  director's  responsibility  to  prepare  statistics  reflecting  vol- 
ume and  nature  of  department  activities,  community  and  institutional 
needs,  and  to  communicate  to  administration  trends  which  may  indi- 
cate a need  for  new  or  modified  policies,  facilities,  or  programs. 
Research  activities  which  relate  to  social  work  services  are  coordi- 
nated with  ongoing  programs  by  the  director.  He  hires  social  workers 
for  such  research  projects,  and  supervises  that  portion  of  their  work 
concerning  delivery  to  social  services  to  applicants  and  residents. 

The  director  prepares  annual  social  service  reports  which  sum- 
marize department  activities,  staffing,  changes  in  procedures  and 
policies.  The  report  includes  an  evaluation  of  the  department,  sug- 
gests goals  for  modification  or  addition  of  services  and  programs,  and 
outlines  plans  for  their  implementation. 

If  there  is  a social  service  committee,  the  director  works  with  it  in 
order  to  maintain  liaison  with  the  board,  to  review  broad  admissions 
policies,  to  inform  them  of  social  work  activities,  to  advise  them  of 
legislation  and  other  community  or  agency  affairs  which  are  germane 
to  operation  of  the  agency  and  the  Department  of  Social  Work. 

The  director  represents  the  agency  in  the  community  by  participat- 
ing actively  in  related  professional  and  community  organizations, 
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committee  membership,  and  presenting  papers  and  publications.  He 
should  have  several  years'  postgraduate  experience  and  be  a member 
of  the  Academy  of  Certified  Social  Workers. 

4.  Senior  Professional  Social  Worker 

A senior  graduate  social  worker,  under  the  general  direction  of  the 
director  of  social  work,  may  supervise  an  assigned  unit  of  graduate 
social  workers,  social  workers  and  social  work  students  (graduate  and 
undergraduate),  or  carry  responsibility  for  administration  of  one  of 
the  programs  of  the  department  (e.g.,  intake  or  resident  services,  a 
research  program,  etc.).  These  responsibilities  may  also  include  carry- 
ing a partial  caseload.  He  may  be  associate  or  assistant  director  of  the 
department  and/or  act  as  the  director's  delegate  to  share  some  admin- 
istrative and  community  responsibilities.  He  participates  in  staff  devel- 
opment, internal  research,  and  policy  development.  A senior  graduate 
social  worker  has  a sophisticated  level  of  understanding  and  skill.  He 
carries  out  his  job  responsibilities  with  consultation  from  the  direc- 
tor, but  does  not  require  frequent  or  close  supervision.  He  has  the 
capacity  to  evaluate  the  performance  of  personnel  he  supervises  and 
to  interpret  agency  policy  and  practice.  Through  review  of  groups  of 
cases,  he  is  able  to  identify  client  and  agency  needs  which  are  guide- 
lines for  development  or  modification  of  programs  and  policies.  His 
language  skills  are  such  that  his  reports  are  clear,  logical,  and  well 
written.  He  should  have  at  least  2 years  of  postgraduate  experience. 

5.  Professional  Social  Worker 

Under  the  supervision  of  a senior  professional  social  worker  or  the 
director  of  the  department,  the  graduate  social  worker  provides  an 
assigned  caseload  of  clients  with  skilled  individual  and  group  services. 
He  works  with  client,  family  members  and  other  professional  and 
nonprofessional  personnel  around  personal,  emotional,  interpersonal 
and  health  problems.  He  undertakes  diagnostic  studies  to  identify  the 
nature,  cause,  and  extent  of  the  client's  difficulties  and  participates 
with  other  disciplines  in  planning  and  implementing  treatment  pro- 
grams. He  enables  client  and  family  to  marshal  their  inner  resources, 
and  coordinates  institutional  and  community  resources  to  effect  maxi- 
mum functioning  and  social  adjustment.  He  calls  the  attention  of  his 
supervisor  to  the  effect  of  agency  policies  on  his  clients,  to  the  need 
for  policy  modification,  and  to  gaps  in  institutional  or  community 
resources.  The  graduate  social  worker  is  able  to  organize  his  work 
and  relate  to  agency  policies  and  procedures  in  orderly  fashion.  He 
may  require  consultation,  but  has  sufficient  understanding  and  self- 
awareness  to  select  the  areas  to  be  discussed  and  to  initiate  the  dis- 
cussion. He  exercises  full  professional  responsibility  in  covering  his 
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caseload,  recordkeeping,  and  in  producing  reports,  statistics,  etc.  at 
the  appropriate  time.  The  graduate  social  worker  may  supervise  social 
work  assistants  and  case  aides;  after  1 year  of  experience  he  may 
supervise  social  workers  and/or  graduate  students  of  social  work. 

7.  Consultants  and  Specialists 

A consultant  may  be  a professional  social  worker  with  special 
expertise  who  advises  the  department  and/or  administrator  on  par- 
ticular areas  of  interest  and  concern.  Examples  are  specialists  in 
research  or  training.  He  may  be  involved  for  brief  or  extended  time- 
limited-basis  periods,  or  be  a permanent  staff  member. 

If  he  is  the  only  professional  social  work  staff  at  a particular  facility 
he  may  provide: 

• consultation  to  the  administrator  on  policy,  program,  and  devel- 
opment of  an  overall  plan  for  social  work  services 

• supervision  of  social  work  assistant  or  the  staff  member  desig- 
nated by  the  facility  to  carry  out  social  service  tasks 

• inservice  training  of  the  facility's  personnel 

• direct  individual  or  group  services  to  selected  clients  and/or  case 
consultation 

• information  about  and  liaison  with  community  resources. 

8.  Social  Work  Associate  (Assistant) 

The  social  work  assistant  should  have  a bachelor's  degree,  prefer- 
ably with  concentration  in  the  social  sciences.  Under  the  supervision 
of  a senior  professional  social  worker,  the  social  work  assistant  carries 
an  assigned  caseload  of  clients  and  provides  them  with  individual  and 
group  services.  He  enables  his  clients  to  maintain  or  achieve  improve- 
ment in  his  personal,  health  and  social  situation  through  provision  of 
supportive  and  environmental  services  that  are  preventive  and  re- 
habilitative in  nature.  He  is  able  to  recognize  and  identify  to  his  super- 
visor case  situations  in  which  emotional  or  psychiatric  problems  are 
such  that  referral  for  intensive  service  by  graduate  social  worker  or 
psychiatrist  is  indicated.  He  undertakes  the  social  study  of  his  clients 
and  family  members  within  the  framework  of  department  and  agency 
established  practice.  He  has  sufficient  professional  understanding  and 
self-discipline  to  relate  sensitively  to  the  client's  needs  and  feelings 
and  without  interjecting  his  own  needs  and  feelings.  The  social 
worker  organizes  his  work,  covers  his  case  load  responsibly  and 
relates  to  agency  policies  and  procedures  in  orderly  fashion.  He  may, 
after  sufficient  experience,  in-service  training,  and  personal  profes- 
sional development,  supervise  the  activities  of  case  aides. 

There  are  no  specific  educational  or  experimental  requirements. 
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Eligibility  for  this  position  is  determined  by  assessment  of  the 
individual's  personal  attributes. 

9.  Case  Aide 

Under  the  supervision  of  any  category  of  social  worker,  the  case 
aide  performs  specific  tasks  which  have  been  designated  as  part  of 
the  overall  study  or  treatment  plan  of  the  client  and  family  members. 
Examples  of  such  tasks  are  instrumental  assistance  such  as  driving  the 
client  to  medical  appointments  or  to  visit  relations;  helping  the  client 
to  shop  or  to  avail  himself  of  institutional  or  community  services  such 
as  recreational  activities;  friendly  telephoning  or  visiting.  In  relation 
to  the  Department  of  Social  Work  as  a whole,  the  case  aide  may 
perform  services  to  facilitate  and  enhance  its  overall  operation.  He 
may,  for  example,  collect  and  collate  statistics,  reorganize  files  and 
case  records,  and  catalogue  publications  for  the  department  library. 

E.  SOCIAL  SERVICE  COMMITTEE 

Many  voluntary  homes  for  aged  have  a board  committee  that  con- 
cerns itself  with  social  service  activities.  Historically,  before  profes- 
sional social  work  staff  was  employed,  many  such  committees  were 
known,  as  "admissions  committees."  Their  tasks  were  as  implied  in 
that  name:  they  interviewed  and  evaluated  applicants  and  made  the 
decisions  about  admission.  Gradually,  it  was  recognized  that  the  need 
for  admission  is  a complex  of  medical,  psychological  and  social  fac- 
tors, and  that  the  care  of  the  older  people  in  those  facilities  required 
skilled  professionals.  This  has  been  paralleled  in  progressive  institu- 
tions by  professionalization  of  the  intake  evaluations  and  decisions. 

The  admissions  committees,  in  giving  up  their  original  function, 
freed  themselves  to  participate  in  broader,  more  appropriate  ways. 
The  designation  of  "social  service  committee"  more  accurately  re- 
flects their  new  expanded  role.  While  the  specific  activities  may  vary 
widely,  one  possible  pattern  is  suggested  here. 

1.  Meetings 

The  committee  should  meet  at  regular  intervals  with  the  director 
of  the  Department  of  Social  Work.  The  administrator,  other  social 
service  staff,  personnel  from  other  departments,  or  speakers  from 
other  agencies  and  organizations,  may  be  guests  on  specific  occasions 
for  special  purposes. 

2.  Minutes 

Minutes  are  prepared  by  the  director  of  the  department  and  mailed 
to  the  chairman  after  each  meeting.  Copies  are  also  sent  to  the 
administrator  and  are  kept  on  file  in  the  department. 
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3.  Functions  of  the  Committee 

Functions  of  the  committee  are: 

1.  To  provide  liaison  between  the  board  of  directors  and  the 
Department  of  Social  Work.  The  chairman  of  the  committee  attends 
board  meetings  and  makes  reports  to  that  body  on  the  work  of  the 
Department  of  Social  Work.  The  committee  represents  and  interprets 
the  department  to  the  board.  It  transmits  social  service  statistics 
regarding  trends  and  shifts  in  the  volume  and  characteristics  of  per- 
sons needing  service  and  the  kinds  of  facilities  and  services  required. 
Such  reporting  enables  the  committee  to  serve  the  planning  function 
of  the  board.  Other  reports  may  be  concerned  with  special  programs 
and  activities  of  the  department,  illustrative  case  material  indicating 
problems  in  the  community,  etc. 

2.  To  make,  review,  and  modify  broad  admission  policies.  Case 
material  which  is  illustrative  of  a need  for  modification  or  extension 
of  admission  policies  may  be  presented  by  the  director  of  the  depart- 
ment or  a social  service  staff  member.  Other  material  may  be  pre- 
sented which  demonstrates  how  current  policies  are  being  admin- 
istered— e.g.,  rejected  applications,  discharged  residents. 

3.  To  be  conversant  with  all  activities  of  the  Department  of  Social 
Work.  The  agenda  of  the  meeting  may  include  reports  and  presenta- 
tions designed  to  familiarize  the  committee  members  with  the  diverse 
activities  of  the  department  or  other  departments  of  the  facility,  and 
the  relationships  among  them.  Such  reports  might  relate  to  research 
projects;  resident  services;  operation  of  other  departments;  use  of 
psychological,  psychiatric,  medical  nursing,  recreation,  and  volunteer 
services;  role  of  the  agency  and  social  service  in  the  total  community; 
and/or  legislation  germane  to  the  operation  of  the  institution  and  the 
welfare  of  its  applicants  and  residents.  The  committee  is  thus  enabled 
to  fulfill  its  function  of  interpreting  the  facility  to  the  general 
community. 

4.  To  provide  liaison  between  the  board  and  residents.  As  part  of 
the  meeting,  the  members  of  the  committee  may  visit  those  residents 
who  have  been  admitted  since  the  last  meeting  date.  This  serves  the 
dual  purpose  of  a personal  welcome  from  board  to  resident  and  per- 
mits the  committee  to  see  various  facilities  and  services  in  actual 
operation. 

4.  Agenda 

In  addition  to  the  material  outlined  above,  the  director  of  the 
department  of  social  work  prepares  and  presents  statistics  regarding 
inquiries,  applications,  admissions,  and  transfers.  The  agenda,  then, 
includes  statistics,  special  case  presentations,  visits  to  new  residents, 
guest  presentations,  descriptions  and  discussions  of  new  or  projected 
facilities  and  services. 
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Appendix  A-1 

Note:  This  outline  is  a guide  only.  Information  is  gathered  not  for  its  own  sake, 
but  in  order  to  understand  the  client  so  as  to  design  his  program  of  care  and  treat- 
ment. Emphasis  should  be  on  continuing  values,  interests,  and  relationships  that  can 
provide  a foundation  for  program. 


SOCIAL  HISTORY  A FOR  APPLICANTS 


Name: 

Birthdate: 

Birthplace: 

Date  of  Arrival  in  U.S.: 

Description:  Mobility,  speech,  dress,  affect,  and  responsiveness. 

Informants:  Who  provided  social  information  (including  applicant),  relation- 
ship, and  attitudes. 

1.  Childhood  History:  Significant  relationships,  experiences,  and  background 

2.  Education: 

3.  Birthplace  and  when  immigrated: 

4.  Significant  Health  History:  Major  health  impairing  incidents  (e.g.,  disease,  acci- 
dents, and  chronic  disabilities),  and  social,  behavioral  and  emotional  impact. 

5.  Work  History: 

6.  Living  Arrangements:  Past  and  current. 

7.  Financial  Status: 

8.  Marital  Relations:  List  marriages  and  note  quality  of  relationships. 

Spouse's  Date  of  Spouse's  Age  Applicant's  Reason  for 

Name  Marriage  at  Marriage  AgeatTermin.  Termination 

9.  Children:  Names,  ages,  quality  of  relationship  to  client. 

10.  Extended  Family:  Note  significant  relationships. 

11.  Non-Familial  Relations:  Range  and  number  of  friends  and  quality  of  relation- 
ships. 

12.  Organizational  Memberships  and  Community  Activities: 

13.  Recreation , Hobbies , and  Interests: 

14.  Retirement:  Date,  reason,  and  reaction  of  client. 

15.  Old  Age:  Note  particularly  any  significant  changes  from  previous  functioning 
levels,  when  they  were  noticed,  (that  is  approximate  age  when  significant  change 
was  noted)  and  the  response  to  these  changes  of  persons  in  the  applicant's  sur- 
roundings. The  general  areas  of  interest  are:  self-care,  sensory  perception,  aware- 
ness of  self,  others,  and  the  world,  memory,  personality,  anticipation  of  death. 

16.  Current  Social  Functioning: 

(Note:  Recent  events  and  current  functioning  are  included  on  outline  for  guide- 
lines for  recording  and  interview.) 
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Appendix  A-2 


This  form  is  a supplement  to  Social  History  A to  be  used  in  up-dating  history  at  any 
point  after  individual  has  been  in  the  long-term  care  facility  for  a time. 


SOCIAL  HISTORY  B FOR  RESIDENTS 


2.  Current  room  # 

1.  Name 

3.  Current  roommate(s) 

4.  Previous  room  changes  and  roomate  changes 

From  to  Date  Reason 

5.  Functioning  in  the  institution.  Evaluate  overall  adjustment.  Where  problems  exist, 
be  specific.  The  specifics  should  include:  the  nature  of  any  problems,  the  cir- 
cumstances under  which  they  are  manifested,  which  persons  (staff  or  residents) 
are  affected  by  the  problems,  and  their  frequency.  If  resident  displays  particular 
assets  and  strengths,  cite  them  and  supply  specifics. 

a.  Overall  adjustment 

b.  Interpersonal  relationships  to  other  residents,  staff,  roommates 

c.  Involvement  in  planned  and  unplanned  activities 

d.  Physical  and  mental  functioning  (note  changes  since  admission) 

e.  Intra-personal  status:  morale,  self-reliance,  complaints,  mood,  responsiveness, 
withdrawal,  suspiciousness,  depression,  etc. 

f.  Behavior:  adherence  to  norms,  need  for  safety  supervision,  self-control  (temper 
outbursts,  tearfulness,  assaultiveness,  sexual  acting-out,  “management  prob- 
lem"), social  behavior. 

g.  Method  of  dealing  with  problems 

6.  Inter-personal  relationships  outside  the  institution  ( with  family  and  friends). 
Significant  people  (names  and  relationships);  frequency  of  contacts;  means  of 
contact  (i.e.  visits  to  Home,  visits  to  outside;  letters,  phone  calls);  resident's  reac- 
tion to  these  contacts;  problems,  if  any,  arising  from  contacts. 

7.  Family  functioning  in  relation  to  client  and  institution.  (Include  evaluation  of 
family's  adjustment  to  client's  institutionalization  and  care.) 
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PGC-HJA:  INTAKE  FORM 


Appendix  B 


Date  Tel  Worker  Appl  Reed 

Date  

Walk Prev  Appl  Clsd 


Other  File 


Appl 

Inq 

Name 

Name 

Str 

City 

Str 

City 

Tel 

Sp 

Tel 

Rel 

Age 

Health:  Phys 
Mental 
A D L 

Info 

M F 

To  call 

M S 
D W 
Sep 

Appt 

Ref 

Reason  for  Inquiry 

Rej 

Child 

S 

Financial 

PA 

SS 

D 

Comments 

Pen 

Sav 

Other 
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Appendix  C 

OUTLINE  FOR  DICTATION  OF  INITIAL  INTERVIEW 

INITIAL  CONTACT — (1)  date,  (2)  names  and  addresses  of  applicant  and  family  mem- 
bers, (3)  age  of  applicant,  (4)  marital  status 

Method  of  contact,  source  of  referral,  previous  contacts  with  agency. 
APPEARANCE  & PERSONALITY 

Speech,  dress,  affect,  responsiveness,  interests.  Motivations  toward  change 
in  physical  and  social  functioning. 

REASON  FOR  APPLICATION — precipitating  factors,  alternatives  considered. 

CURRENT  SITUATION — present  living  arrangement,  children's  circumstances,  etc. 

BACKGROUND  INFORMATION — (life-style  and  brief  social  history). 

1.  Parents,  siblings,  relationships,  socio-economic  status. 

2.  Education  and  work  history. 

3.  Reaction  to  stress  situation,  past  and  present. 

(See  App.  for  detailed  social  history). 

FAMILY  STRUCTURE  AND  RELATIONSHIPS 

1.  Quality  of  relation  with  spouse — children. 

2.  Responsible  members  (i.e.  who  takes  major  responsibility  for  helping 
applicant  in  daily  life  and  in  planning). 

HEALTH 

Physical  status 
Mental  status 
Emotional  status 

Functional  capacities  (capacity  for  self-care,  help  needed) 

ATTITUDE  OF  APPLICANT  AND  FAMILY  TOWARD  ADMISSION 
What  do  they  see  in  favor  of  admission  and  what  against. 

FINANCIAL  INFORMATION 

RECOMMENDATIONS  & STATUS 

Applications  given  (active  or  deferred)? 

Referrals  made 

Estimated  placement  (in  terms  of  care  needed)  in  receiving  facility 
Plans 
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Appendix  D-1 

Date  Received 
Social  Worker 

APPLICATION  FOR  ADMISSION 

HOME  FOR  THE  AGED 

I.  IDENTIFYING  INFORMATION 


Name 

Age 

Last 

First 

Middle 

Present  Address 

Tel.  No. 

Since 

Previous  Addresses 

From 

To 

From 

To 

Date  of  Birth 

Birthplace 

Maiden  Name 

Current  Marital  Status: 

Married  Single 

Widowed 

Divorced 

Separated 

6.  Marriages: 

Date  Place  Name  of  Spouse  Date  Terminated 

1st: 

2nd: 

3rd: 

7.  Father's  Full  Name 

8.  Number  of  Children 

Business 

Name  Age  Address  Telephone  Telephone 


9. 


10. 


Other  Relatives  or  Interested  Friends 


Business 


Name  Relationship 

Address 

Telephone  Telephone 

How  long  in  U.S. 

in  Phila. 

in  Penna. 

11.  Citizen:  □ Yes  ONo  Certificate  No. 


Alien  Registration  No. 
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II.  BACKGROUND  INFORMATION 

12.  Education 

Grade  High  School  Other 

13.  Occupation  or  trade  When  last  employed 

14.  Recreational  interests;  hobbies,  membership  in  organizations: 


15.  Other  interests 


III.  MEDICAL  INFORMATION 

16.  Name  of  your  physician 

17.  Date  of  your  last  medical  treatment  and/or  examination 

18.  List  hospitalizations  within  the  past  10  years: 

NAME  OF  HOSPITAL  DATE 


19.  Are  you  known  to  a hospital  clinic? 

Name  of  Hospital  Your  Clinic  No. 

20.  Have  you  been  treated  for  nervous,  emotional,  psychiatric  disorders? 

Yes No 

Name  of  Doctor  Date 

Hospital 

21.  Have  you  ever  been  a resident  of  another  home  for  aged  or  a nursing 
home? 

Name  Dates 


IV.  HOSPITAL  & MEDICAL  BENEFIT  COVERAGE 

22.  Do  you  have  any  coverage  for  hospital  and  medical  expenses?  □ Yes  O No 

Blue  Cross  □ Blue  Shield  □ Group  No. Certificate  No. 

Other  Policy  No.  Certificate  No. 

(Name  of  Company) 

Premium  Paid  By: 

23.  Medicare  No.  □ Plan  A □ Plan  B 
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V.  BURIAL  ARRANGEMENTS 

24.  Name  of  Society,  Lodge,  Trade  Union,  Synagogue,  if  any 


25. 

Secretary  Address 

Telephone 

26. 

Dues  paid  by 

Benefits 

27. 

Plot  Reservation  No. 

In  Name  of 

Cemetery 

Deed  Held  by 

28. 

Other  Burial  Provisions 

VI.  FINANCIAL  INFORMATION  (in  accordance  with  requirements  of  the  facility). 
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HEALTH  INFORMATION 
(To  be  completed  by  family  physician) 


Date 


MEDICAL  FORM 

Male 

Name  of  applicant  Age  Female 

Address 


A.  Medical  History 

1.  Present  complaints  and  history  of  present  illness 


2.  Drugs  currently  prescribed 

Drug  allergies 


3.  Diet  (circle  one)  Regular  Special — Describe 

4.  Medical  care  past  12  mos.  (circle  one)  (A)  Daily  (B)  Weekly  (C)  Monthly 

(D) Times/Yr 

5.  Hospitalizations  (dates,  name  of  hospital,  diagnosis) 


6.  Past  medical  history  (state  year  if  appli:able;  specify  if  possible) 


Addiction 

Fractures 

Paralysis 

Allergy 

Gall  bladder 

Peptic  ulcer 

Anemia 

G.  1.  bleeding 

Pleurisy 

Angina 

Glaucoma 

Pneumonia 

Arthritis 

Goiter 

Stroke 

Asthma 

Gout 

Tuberculosis 

Cataract 

Heart  failure 

Typhoid 

Chronic  bronchitis 

Hemiplegia 

Urinary  calculus 

Constipation 

Hemorrhoids 

Urinary  infection 

Coronary  occlusion 

Hernia 

Varicose  veins 

Diabetes 

Hypertension 

Venereal  disease 

Diarrhea 

Jaundice 

Weakness  of  extremities 

Epilepsy 

Malaria 

Neoplasm 

Other 
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7.  Recent  reports  of  X-ray  examination  (Give  dates) 

8.  Recent  reports — Laboratory  tests,  ECG  & EEG,  Etc.  (Give  dates) 

Check  appropriate  category 

B.  Capacities 


Independent 

Needs  help 
occasionally 

Needs  much 
help 

Dressing  and  grooming 

Cooking  and  housekeeping 

Money  management 

Bathing 

Toileting 

Has  he  any  sensory  limitation  (specify)  Vision 

Hearing  Other 


Has  he  ever  had  treatment  for  a psychiatric  condition?  (Specify  date,  diagnosis, 
drugs  and  treatment  received,  if  known) 

C.  Psychosocial  Characteristics  (Check  1,  2,  or  3 for  each  characteristic) 


Characteristic 

1 

2 

3 

A.  Expression 

Uncommunicative 

Talks  normal 
amount 

Overtalkative 

B.  Emotional 
state 

Tends  to  be 
depressed 

Normal  emotional 
state 

Somewhat  elated 

C.  Memory 

Frequent  memory 
failure 

Unimpaired 

memory 

Occasionally 

forgetful 

D.  Sociability 

Withdrawn 

Normally  sociable 

Overly  gregarious 

E.  Anxiety 

A worrier 

Worries  appropri- 
ately 

Denies  all  worry 

F.  Satisfaction 

Dissatisfied, 

demanding 

Makes  appropriate 
requests 

Won't  complain  or 
request  anything 

G.  Activity 

Prefers  to  be  idle 

Normally  active 
for  age 

Content  only  when 
busy 

D.  Comments 


Sig. M.D. 

Name  of  attending  physician 

M.D. 


Please  return  by  mail. 


Name — Please  print  or  type 
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Appendix  F 

SPECIAL  MEDICAL  AUTHORIZATION 

This  authorizes  release  to  the  Home of  any  medical  information  it 

requests  from  any  doctor,  hospital,  clinic,  nursing  home  to  whom  I am  or  have 
been  known.  This  authorization  includes  psychiatric  history  and  treatment  as  well 
as  any  other  form  of  medical  treatment,  medical  or  nursing  history  or  care  received. 


Signature  of  Applicant 


or  Signature  of  Responsible  Agent 

Witnessed  by: 

1. 

Name  and  Address 

2.  Date 


SS-5 
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Social  Worker 
Physician 


Appendix  G-1 


HISTORY  PHYSICAL  FORM 

Date: 

M&DI  # 

Name: 

Age: 

Sex:  Birth  Date: 

(Last)  First)  (Ml) 

1.  Chief  Complaints:  (List  Only) 

1. 

4. 

2. 

5. 

3. 

6. 

II.  History  Present  Complaints:  (Date  of  Onset) 


III.  Past  Medical  History: 


Date 

Illness 

Hosp. 

Yes 

No 

addiction 

allergy  (incl.  drug) 

anemia 

arthritis 

asthma 

bronchitis 

cataract 

diabetes 

diphtheria 

epilepsy 

gall  bladder 

glaucoma 

goiter 

gout 

heart  attack 

heart  failure 

hemorrhoids 

hernia 

hypertension 

influenza 

jaundice 

kidney  disease 

kidney  stone 

Date 

Illness 

Hosp. 

Yes 

No 

malaria 

mental  illness 

paralysis 

peptic  ulcer 

pleurisy 

pneumonia 

poisoning 

rheumatic  fever 

rheumatism 

St.  Vitus  Dance 

scarlet  fever 

sinusitis 

smallpox 

stroke 

tuberculosis 

tumor 

typhoid 

typhus 

urinary  infection 

varicose  veins 

venereal  disease 

other 
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Date:  M&DI  # 


IV.  Surgical  History:  (Including  injuries,  e.g.,  broken  bones  and  operations) 

Date  Hospital 


r_ 

Z. 

A 

4j_ 

5. 


V.  Medications  Taken  For:  (if  known,  insert  name)  Anemia  Diab. 


Heart  Blood  Pressure 

Kidney 

Constipation 

Sleep  Nervousness 

Other 

Marital  History:  M.  D. 

S.  Sep. 

W. 

1.  Spouse 

2.  Son 

3.  Daughter 


VII.  Family  History: 

Mother 

Father 

Brother 

Sister 


L 

D 

Known  Disease  or  Cause  of  Death 

Age 

VIII.  History  of  Disease — Other  Rel.: 

TB  Cancer  Cardio  Renal  Diab.  Neuro  Psych 


IX.  Personal  History: 

Sleep: 

Alcohol : 
Tobacco: 
Coffee: 


Tea: 

Diet: 

Travel: 

Occupation: 
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Name:  Date:  M&DI  # 


X.  Systemic  Review: 

GENERAL  Blackouts,  chills,  faintness,  fatigability,  fever,  intolerance 


(cold,  dampness,  heat),  night  sweats,  sweats,  weakness, 
wheelchair,  sleep  poorly,  swelling  (eyelids,  extremities),  tired. 
Weight  (same,  loss  , gain  ). 

PAIN  OR 
TENDERNESS 

Abdominal,  back,  chest,  ear,  extremities,  eye,  headache  or 
pain,  joint,  rectal,  throat,  tongue,  hands,  legs. 

CENTRAL 

NERVOUS 

SYSTEM 

Afraid,  coma,  epilepsy,  convulsions,  dizziness,  headaches, 
nervous,  numbness,  pins  and  needles,  tingling,  weakness. 

EYE 

EAR 

NOSE 

THROAT 

Glasses,  photophobia,  vision  (double,  halos,  poor,  blurred) 
Deafness,  discharge,  tinnitus 

Discharge,  obstruction,  post-nasal  drip,  smell  diminished 
Draws,  swells 

DENTAL 

Caries,  edentia  (compensated,  uncompensated),  gums 
(bleeding,  sore),  lips  (swelling),  partial  plate,  dryness  of 
mouth. 

RESPIRATORY 

Cough  (productive,  non-productive,  odor),  dyspnea,  hoarse- 
ness, hemoptysis,  wheezing. 

CARDIO- 

VASCULAR 

Chest  pain,  dyspnea  on  exertion,  orthopnea,  palpitation. 

GASTRO- 

INTESTINAL 

Appetite  (good,  fair,  poor),  belching,  constipation,  diarrhea, 
difficulty  in  swallowing,  flatulence,  food  intolerance,  gas, 
indigestion,  jaundice,  nausea,  pruritus  ani,  stool  (black, 
blood,  clay  colored),  tongue  (burning,  coated,  red,  swollen), 
vomiting  (bile,  blood,  sour),  incontinence — feces,  pain,  (re- 
lief or  aggravation  by  food).  Change  in  bowel  habit. 

GENITO- 

URINARY 

Bedwetting,  dysuria,  hematuria,  incontinence,  itching,  noc- 
turia, urine  (bloody,  dribbling,  frequency,  retention,  urgency), 
vaginal  discharge. 

Menstrual:  Onset  LMP  Reg.  Irreg.  Miscarriage 

SKIN 

Bruising,  rash,  dryness,  itching,  hives. 

MUSCULO- 

SKELETAL 

Gait  (cane,  walker,  propulsion,  staggering,  unsteady),  re- 
stricted to  wheelchair,  restricted  to  bed,  back  injury,  frac- 
tures. 

EXTREMITIES 

Discoloration,  pain,  redness,  swelling,  ulcers,  varicosities. 
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Name: 

Date: 

M&D1  # 

Physical  Examination: 

BP.  T.  Resp.  P.  Wgt. 

Ht. 

Age  (Apparent) 

Older  Younger 

Same  Normal 

Nutrition: 

Underweight 

Overweight 

Normal 

Cooperative: 

Yes  No 

Alert 

Confused 

Flair: 

Skin: 

Nails: 

Eyes:  Eyelids 

Scalp: 

Conjunctiva 

Cornea 

Vision  (bilat.  with  corr.) 

Pupils 

Fundi  Ocular  tension:  OD  OS 

Ears: 

Nose: 

Lips: 

Gums: 

Buccal  M.M.: 

Tongue: 

Teeth: 

Pharynx: 

Neck: 

Chest:  Pigeon  Funnel  Emphysematous  Normal  Other 

Breasts: 


Fieart: 
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Name:  Date:  M&DI  # 

Lungs: 

Abdomen: 

Hernias: 

Lymph  Nodes: 

Musculoskeletal  and  Joint: 

Extremities: 

Rectal : 

Pelvic: 

CNS  (Reflexes — position,  touch,  temp,  vibratory,  etc.) 


XII.  Hearing:  Av  both  ears  1.  Normal  2.  Mild  loss  3.  Mod.  Loss  4.  Severe  loss 


XIII.  Diagnoses: 


Diagnosis 

Date 

Hospitalized 

Hospital 

Yes 

No 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

XIV.  Classification  Physical  Mental 


Dr.'s  Signature 


Date: 
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Date:  M&DI  # 


HISTORY  PHYSICAL  FORM 

XV.  Further  Description  of  abnormalities  and  comments. 


Floor  Placement:  Recommendation  and  Reason 


Nurse's  Signature 


Dr.'s  Signature 


APPENDIXES  FOR  PART  THREE 


177 


APPENDIX  H 

Name  Date  Classification  Rated  by 


PHILADELPHIA  GERIATRIC  CENTER 
PHYSICAL  CLASSIFICATION 

I.  a.  Capable  of  unlimited  and  unsupervised  activity. 

b.  Fully  ambulatory,  able  to  go  about  the  city  independently  in  safety. 

c.  Has  no  physical  condition  requiring  medical  supervision  or  closeness  to 
emergency  medical  care. 

d.  No  evidence  of  heart  disease  in  any  form. 

e.  No  evidence  of  prior  cancer  except  cured  skin  cancer. 

f.  No  complaints  except  those  which  could  not  be  related  to  any  known 
disease  entity. 

II.  a.  Capable  of  moderate  activity,  ambulatory  without  supervision  for  activities 
in  his  own  home  or  immediate  vicinity. 

b.  Can  manage  without  help  or  care  and  otherwise  requires  minimal  super- 
vision. 

c.  Physical  condition  may  require  medical  supervision  but  frequent  or  special 
treatment  or  closeness  to  medical  or  nursing  care  is  not  required. 

d.  May  have  had  previous  illness  which  has  left  no  residuals,  e.g.,  healed  myo- 
cardial infarction  without  angina  or  ECG  abnormalities  other  than  healed 
infarction;  CA  with  no  evidence  of  recurrence,  mild  diabetes,  diet  con- 
trolled. 

III.  a.  Limited  capabilities. 

b.  Dependent  on  others  for  bedmaking  and  baths  and  general  supervision  of 
activities. 

c.  May  or  may  not  need  a walking  aid  (cane)  but  can  carry  on  routine  activities 
without  additional  personal  service. 

d.  Generally  requires  escort  on  the  outside. 

e.  May  require  regular  periodic  medical  care  and  availability  of  emergency 
medical  or  nursing  care  is  desirable. 

f.  These  people  have  moderate  incapacities  such  as  angina,  arthritis  which 
does  not  limit  them  to  a wheel-chair,  chronic  respiratory  disease,  diabetes 
requiring  medication. 

IV.  a.  Limited  capabilities  requiring  assistance  for  personal  care  and  daily  living 

activities. 

b.  Must  be  in  a protected  environment  because  of  need  for  general  nursing 
supervision. 

c.  Closeness  to  emergency  medical  care  desirable. 

d.  Requires  periodic  medical  care  at  close  intervals. 

e.  These  persons  are  practically  housebound. 

f.  Angina  or  intermittent  heart  disease  limits  physical  capacities;  arthritis, 
preventing  ambulation;  severe  hearing  or  visual  impairment  but  who  still 
have  capacity  to  be  independent  for  daily  living  activities  after  orientation. 

V.  a.  Chronically  ill  and  confined  to  the  vicinity  of  their  own  rooms. 

b.  Require  a great  degree  of  personal  service  and  constant  supervision. 

c.  Should  be  near  their  own  dining  and  toilet  areas  and  have  a nurse  on  call 
at  all  times. 

d.  Physical  condition  requires  24-hour-nursing  care  or  intensive  medical  treat- 
ment. 

VI.  a.  Persons  requiring  hospital-type  care. 

b.  Bed  patients  requiring  intensive  medical  and  nursing  care. 

c.  Infectious  or  contagious  disease. 
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APPENDIX  1-1 

Date  Classification  Worker 


PHILADELPHIA  GERIATRIC  CENTER 

Behavior  and  Adjustment  Classification  (includes  Mental  and  Emotional  Functioning) 

(Instructions  below) 

1.  Mental  Functioning;  Planning  and  Decisionmaking. 

A.  Intact  mental  functioning;  capable  of  full  participation  in  planning  and  exer- 
cising good  judgement  in  decisionmaking. 

B.  Mental  functioning  substantially  intact;  capable  of  participating  in  planning 
and  decisionmaking  with  only  minor  dependence  on  others. 

C.  Occasional  memory  lapses,  but  is  oriented  as  to  time,  person,  place;  may 
have  always  had  limited  intellectual  capacities;  capable  of  participating  in 
planning  but  may  be  slow  in  grasping  content  or  must  have  some  support 
from  others  in  decisionmaking. 

D.  Have  memory  defects  but  can  function  in  daily  living  routines  with  some 
personal  supervision  and  help;  not  disoriented;  may  have  always  been  some- 
what dependent  on  others  due  to  retardation;  capacity  for  planning  and 
decisionmaking  requires  considerable  help  from  others. 

E.  Memory  loss  and  disorientation  sufficiently  severe  so  that  round-the-clock 
nursing  care  and  supervision  are  required;  totally  dependent  on  others  for 
planning  and  decisionmaking;  may  always  have  been  severely  retarded. 

F.  Total  disorientation  and  disorganization  requiring  mental  hospital  care. 

2.  Personal  Adjustment — disturbing  or  disabling  subjective  symptoms,  e.g.,  anxiety, 

depression,  phobias,  paranoid  ideas. 

A.  Free  of  above  subjective  symptoms. 

B.  Mild  subjective  symptoms  may  be  present  but  do  not  significantly  impair 
functioning. 

C.  May  have  mildly  disturbing  or  disabling  subjective  symptoms. 

D.  May  have  moderately  disturbing  or  disabling  subjective  symptoms. 

E.  May  have  severely  disabling  or  disturbing  subjective  symptoms  but  do  not 
endanger  self  or  others. 

F.  Mental  impairment  and/or  psychosis  which  endangers  self  or  others.  Requires 
mental  hospital  care  or  treatment. 

3.  Behavior  patterns  which  relate  to  capacity  for  group  living,  e.g.,  habits,  grooming, 

disturbing  behavior. 

A.  Free  of  disturbing  disabling  character  traits;  personal  habits;  grooming  and 
dress  reflect  good  hygiene  and  interest  in  personal  appearance. 

B.  Mildly  disturbing  character  traits  which  do  not  significantly  impair  capacity 
for  group  living;  acceptable  personal  habits  and  hygiene. 

C.  Mildly  disturbing  character  traits  which  are  not  too  disabling;  continues  to 
have  interest  in  appearance  and  maintains  acceptable  hygiene  with  some 
supervision. 

D.  Moderately  disturbing  character  traits,  but  still  within  limits  of  tolerance  in 
group  living;  need  considerable  supervision  and  help  for  personal  grooming 
and  care. 

E.  Incapable  of  conforming  to  socially  acceptable  standards  of  personal  hygiene, 
dress,  etc.;  character  traits  create  severe  problems  in  management. 

F.  Character  traits  and  behavior  unmanageable  in  group  living;  requires  suffi- 
cient control  and  management  so  that  commitment  to  security  institution 
required. 
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4.  Social  Adjustment;  existence  of  satisfactory  or  inadequate  inter-personal  relations 
with  family,  friends,  e.g.,  excessive  withdrawal,  hostility,  manipulation  of  others 
or  dependence  on  others. 

A.  Maintains  active  and  satisfying  relationships  with  family  and  friends,  initiating 
contacts  when  appropriate. 

B.  Adequate  social  relationships  with  family  and  friends  but  may  be  less  active 
in  sustaining  them. 

C.  May  have  had  adequate  inter-personal  relationships  in  the  past,  but  currently 
showing  some  diminution  of  interest  or  minor  problems  in  this  sphere;  may 
historically  have  had  minor  problems. 

D.  Needs  considerable  encouragement  and/or  stimulation  in  inter-personal  rela- 
tionships; may  have  life  pattern  of  moderate  disturbance  in  this  sphere;  less 
apt  than  formerly  to  be  interested  or  concerned  about  others. 

E.  Unable  at  present  to  maintain  personal  relationships  except  minimally;  may 
have  had  life-pattern  of  severe  disturbance. 

F.  Pathology  sufficiently  severe  in  sphere  of  inter-personal  relationships  as  to 
require  maximum  management  and  control  in  mental  hospital. 

Explanation:  This  classification  system  encompasses  four  different  aspects  of  be- 

havior or  functioning  which  are  designated  by  the  Arabic  numerals 
one  through  four  as  follows: 

1.  Mental  functioning;  ability  to  participate  in  planning  and  decision- 
making 

2.  Personal  adjustment;  subjective  symptoms:  e.g.,  anxiety,  depres- 
sion^ phobias,  sleeping  or  eating  problems,  paranoid  ideas. 

3.  Behavior  patterns  which  relate  to  capacity  for  group  living,  e.g., 
habits,  grooming,  disturbing  behavior. 

4.  Social  adjustment;  existence  of  satisfactory  or  inadequate  interper- 
sonal relations  with  family,  friends,  e.g.,  excessive  withdrawal,  hos- 
tility, manipulation  of  others  or  dependence  on  others. 

Within  each  group  there  are  six  degrees  of  the  level  of  functioning 
in  that  sphere.  These  gradations  include  the  dimension  of  needing 
help  (dependency)  or  supervision.  They  are  designated  by  capital 
letters  A through  F,  which  describe  the  level  of  functioning  in  any 
sphere  as  follows: 

A.  Independent 

B.  Can  function  independently  with  minor  support. 

C.  Requires  moderate  support  and/or  supervision. 

D.  Can  function  in  relation  to  daily  living  routines  only  in  pro- 
tected or  supervised  setting. 

E.  Requires  round-the-clock  nursing  and  medical  service  in  a 
highly  supervised  setting. 

F.  Requires  mental  hospital  or  maximum  security  care. 

Instructions:  One  capital  letter  (A,  B,  C,  D,  E,  or  F)  should  be  circled  in  each  of  the 

four  groups  (1,  2,  3,  or  4).  The  overall  classification  will  be  a capital 
letter,  and  will  be  determined  by  the  lowest  letter  circled.  Thus,  in 
classifying  any  client,  four  capital  letters  will  be  circled  (one  in  each 
group).  For  example,  if  the  circled  letters  should  be  1A,  2C,  3B,  4D,  the 
classification  is  D. 
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PHYSICAL  SELF-MAINTENANCE  SCALE 

Subject's  Name  Rated  by  Date 

Circle  one  statement  in  each  category  A-F  that  applies  to  subject. 

A.  Toilet 

1.  Cares  for  self  at  toilet  completely,  no  incontinence. 

2.  Needs  to  be  reminded  or  needs  help  in  cleaning  self,  or  has  rare  (weekly  at 
most)  accidents. 

3.  Soiling  or  wetting  while  asleep  more  than  once  a week. 

4.  Soiling  or  wetting  while  awake  more  than  once  a week. 

5.  No  control  of  bowels  or  bladder. 

B.  Feeding 

1.  Eats  without  assistance. 

2.  Eats  with  minor  assistance  at  meal  times  and/or  with  special  preparation  of 
food,  or  help  in  cleaning  up  after  meals. 

3.  Feeds  self  with  moderate  assistance  and  is  untidy. 

4.  Requires  extensive  assistance  for  all  meals. 

5.  Does  not  feed  self  at  all  and  resists  efforts  of  others  to  feed  him. 

C.  Dressing 

1.  Dresses,  undresses  and  selects  clothes  from  own  wardrobe. 

2.  Dresses  and  undresses  self,  with  minor  assistance. 

3.  Needs  moderate  assistance  in  dressing  or  selection  of  clothes. 

4.  Needs  major  assistance  in  dressing,  but  cooperates  with  efforts  of  others  to 
help. 

5.  Completely  unable  to  dress  self  and  resists  efforts  of  others  to  help. 

D.  Grooming  (neatness,  hair,  nails,  hands,  face,  clothing). 

1.  Always  neatly  dressed,  well-groomed,  without  assistance. 

2.  Grooms  self  adequately  with  occasional  minor  assistance,  e.g.,  shaving. 

3.  Needs  moderate  and  regular  assistance  or  supervision  in  grooming. 

4.  Needs  total  grooming  care,  but  can  remain  well-groomed  after  help  from 
others. 

5.  Actively  negates  all  efforts  of  others  to  maintain  grooming. 

E.  Physical  Ambulation 

1.  Goes  about  grounds  or  city. 

2.  Ambulates  within  residence  or  about  one  block  distant. 

3.  Ambulates  with  assistance  of  (check  one)  a.  another  person b.  railing 

c.  cane d.  walker e.  wheelchair 

1  gets  in  and  out  without  help. 

2  needs  help  in  getting  in  and  out. 

4.  Sits  unsupported  in  chair  or  wheelchair,  but  cannot  propel  self  without  help. 

5.  Bedridden  more  than  half  the  time. 

F.  Bathing 

1.  Bathes  self  (tub,  shower,  sponge  bath)  without  help. 

2.  Bathes  self  with  help  in  getting  in  and  out  of  tub. 

3.  Washes  face  and  hands  only,  but  cannot  bathe  rest  of  body. 

4.  Does  not  wash  self  but  is  cooperative  with  those  who  bathe  him. 

5.  Does  not  try  to  wash  self,  and  resists  efforts  to  keep  him  clean. 

adapted  by  Brody,  Elaine  & Lawton,  M.  Powell  from 
Langley-Porter  Physical  Self-Maintenance  Scale 

Philadelphia  Geriatric  Center,  5301  Old  York  Road,  Philadelphia,  Pa.  19141 
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Appendix  K 

INSTRUMENTAL  ACTIVITIES  OF  DAILY  LIVING  SCALE 


Subject's  Name 


Rated  by 


Date 


Informant 

Agency 

Circle  one  statement  in  category  A-H  that  applies  to  subject. 

A.  Ability  to  use  telephone 

1.  Operates  telephone  on  own  initiative — looks  up  numbers  and  dials,  etc. 

2.  Dials  a few  well-known  numbers. 

3.  Answers  telephone  but  does  not  dial. 

4.  Does  not  use  telephone  at  all. 

B.  Shopping 

1.  takes  care  of  all  shopping  needs  independently. 

2.  Shops  independently  for  small  purchases. 

3.  Needs  to  be  accompanied  on  any  shopping  trip. 

4.  Completely  unable  to  shop. 

C.  Food  Preparation 

1.  Plans,  prepares  and  serves  adequate  meals  independently. 

2.  Prepares  adequate  meals  if  supplied  with  ingredients. 

3.  Heats  and  serves  prepared  meals,  or  prepares  meals  but  does  not  maintain 
adequate  diet. 

4.  Needs  to  have  meals  prepared  and  served. 

D.  Housekeeping 

1.  Maintains  house  alone  or  with  occasional  assistance  (e.g.,  "heavy  work — 
domestic  help"). 

2.  Performs  light  daily  tasks  such  as  dish-washing,  bed-making. 

3.  Performs  light  daily  tasks  but  cannot  maintain  acceptable  level  of  cleanliness. 

4.  Needs  help  with  all  home  maintenance  tasks. 

5.  Does  not  participate  in  any  housekeeping  tasks. 

E.  Laundry 

1.  Does  personal  laundry  completely. 

2.  Launders  small  items — rinses  socks,  stockings,  etc. 

3.  All  laundry  must  be  done  by  others. 

F.  Mode  of  Transportation 

1.  Travels  independently  on  public  transportation  or  drives  own  car. 

2.  Arranges  own  travel  via  taxi,  but  does  not  otherwise  use  public  transportation. 

3.  Travels  on  public  transportation  when  assisted  or  accompanied  by  another. 

4.  Travel  limited  to  taxi  or  automobile  with  assistance  of  another. 

5.  Does  not  travel  at  all. 

G.  Responsibility  for  own  Medications 

1.  Is  responsible  for  taking  medication  in  correct  dosages  at  correct  time. 

2.  Takes  responsibility  if  medication  is  prepared  in  advance  in  separate  dosages. 

3.  Is  not  capable  of  dispensing  own  medication. 

H.  Ability  to  Handle  Finances 

1.  Manages  financial  matters  independently  (budgets,  writes  checks,  pays  rent 
and  bills,  goes  to  bank),  collects  and  keeps  track  of  income. 

2.  Manages  day-to-day  purchases,  but  needs  help  with  banking,  major  purchases, 
etc. 

3.  Incapable  of  handling  money. 

Elaine  M.  Brody  and  M.  Powell  Lawton — Philadelphia  Geriatric  Center 

5301  Old  York  Road,  Philadelphia,  Pa. 
19141 
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Appendix  L 

MENTAL  STATUS  QUESTIONNAIRE 

(Goldfarb-Kahn-Pollack) 

Name  Room  # Date 

Please  write  resident's  own  words,  if  any  question  about  correctness. 

Give  no  hints. 

Repeat  question  as  often  as  necessary,  but  do  not  rephrase. 


1.  What  is  the  name  of  this  place? 

(Home  for  Aged,  Jewish  Home  for  Aged,  Old  Folks  Home) 

Answer: 

2.  Where  is  it?  (Philadelphia) 

Answer: 

3.  What  is  today's  date?  (Day  of  week  not  acceptable) 

Answer: 

4.  Month?  Answer: 

5.  Year?  Answer: 

6.  How  old  are  you?  (If  family  history  indicates  birthdate  uncertain,  credit  if  his 
estimate  is  within  2 years  of  age  given  by  family.) 

Answer: 

7.  When  were  you  born?  (Month)  Answer: 

8.  Year?  Answer: 

9.  Who  is  the  President  of  the  United  States? 

Answer: 

10.  Who  was  President  before  him? 

Answer: 

Comments: 


Score: 


Rater: 
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Name 


Appendix  M 


OUTLINE  FOR 
COMPLETION  SUMMARY 

Age  Date 


Living  Arrangement  for  Application 
(note  any  special  urgency  in  situation) 

Personality  & Modes  of  Adaptations  of  Applicant 
(support  evaluation  with  concrete  facts) 

Motivation 

Interests 

Response  to  stress,  interpersonal  losses,  loss  of  independence,  separations 
Degree  of  control  (ego  function) 

Customary  defenses  against  anxiety 

Past  experiences  that  have  had  special  impact  on  current  adjustment  (physical, 
social,  psychological). 

Intrafamilial  Relationships — Members  most  active,  degree  and  quality  of  their  partici- 
pation in  planning  and  procedures. 

Financial  Arrangements — (spell  out  specifics) 

Placement  Evaluation — 1.  Living  habits 

2.  Type  of  roommate  preferable 

3.  Room  preferences  and  needs  (e.g.,  willingness  to  share 
room,  need  to  be  close  to  bathroom  or  nursing  station, 
etc.) 

Community  Agencies  Involved 
Current  Status  of  Application 

Placement  & Reason — Date  of  medical  examination 
Medical  classification 
Nursing  recommendation 
Behavior  & adjustment  score 
Kahn-Goldfarb  score 
Permanence  of  disability 
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Appendix  N 


NAME: 


OUTLINE  FOR 

SOCIAL  SERVICE  CHART  SUMARY 

Date 

Birthdate  Social  Worker 

M & Dl  # 
Floor 


DATE  OF  ADMISSION 

SOCIAL  HISTORY  (include  religious  affiliation) 

REASON  FOR  ADMISSION 
ACTIVITIES  & INTERESTS 
FAMILY  & FRIENDS 

HEALTH  (include  recent  information  obtained  since  pre-admission  medical  exami- 
nation, significant  illnesses,  hospitalizations,  changes  in  functional  capac- 
ity). 

PATIENT  PROFILE 
PLACEMENT  & REASON 


PLAN  (expected  length  of  stay,  discharge  plan  if  any) 


CHARTING  OUTLINE  FOR  INTERDISCIPLINARY  CONFERENCES 
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Appendix  P 

RECOMMENDATION  FOR  RESIDENT  ROOM  CHANGE 

Please  check  when  you  have  filled  in  appropriate  section. 

This  form  to  be  returned  to  Social  Work  Department  after  completed  by  medical 
and  nursing  departments. 

Nursing 

Medical 
Social  Work 
Administration 

DATE  INITIATED 

Dept,  initiating  request  for  change:  RESIDENT 

Medical 

M PRESENT  ROOM  # 

Nursing  

Social  Service  SUGGESTED  FACILITY 

Administration 

Did  resident  request  change  yes  no 


All  departments  indicate  reason  for  recommendation  below. 
Any  department  disagreeing,  please  indicate  with  red  "X" 


NURSING 
Charge  Nurse 

Date 

Director  of  Nursing 

Date 

MEDICAL 

Physician 

Date 

Medical  Director 

Date 

SOCIAL  SERVICE 
Social  Worker 

Date 

Director,  S.S.D. 

Date 

ADMINISTRATION 

Date 

FINAL  DECISION 

move 


not  move 

reason:  Date 


ORDER  TO  MOVE 
Check  one: 

Voluntary  move  New  Room  # 

Necessary  move  Date  of  move 

Administrator 


Date 
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Appendix  Q 

FINALIZED  ROOM  CHANGES 


Name  of  Resident 


To  be  moved  from  rm.  # 

to  rm.  # 

Members  of  famliy  notified 

date 

Reaction  of  family  member 

Resident  notified  of  change — date 


Reaction  of  resident 


Present  resident  social  worker 


Transferred  to  social  worker 


Comments 
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TRANSFER  SUMMARY 


Appendix  R 


Name  of  Resident 
Admission  Date 
Room  Number 

If  resident  is  being  moved,  new  room  number 
Reason  for  transfer  of  case 
Brief  history  of  stay 

1.  How  resident  sees  problems,  how  staff  sees  problems 

2.  Adjustment  since  admission  to  roommate  and  staff 

3.  Social  service  contacts  with  resident  and  family  since  admission. 

Problem  Areas 
How  resolved 

Reaction  of  resident  and  family 

Which  family  members  active  and  quality  of  relationship 

Changes  & Current  Status  in  Health 
Mental  and  physical  functioning 
Behavior 

Hospitalizations 

Previous  Room  Changes 
Reason 

Reaction  of  resident  and  family 
Conferences 

Case,  Rehabilitation,  Staff 


Recommendations  for  continuing  service 
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Floor 

Placed 

Application  Transferred 

from  DEF. 
to  AWL 

AWL  to 
DEF. 

Reason 

Closed  Application 

Dec. 

Rej. 

Withdr. 

Admitted 

(date) 

Appl. 

Rec'd. 

AWL-DEF. 

Reception 

Prev. 

Inq. 

(date) 

Current 

Inquiry 

(date) 

(Last  First) 

i 

< 

h- 

O 

i- 

INQUIRIES:  Men 

Women 

C°Up*eS Total  Current  Case  Load:  A.W.L. 

RECEPTIONS:  Men  Deferred 
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Appendix  V 

MONTHLY  SOCIAL  SERVICE  STATISTICS 


(Month)  (Year) 

I.  Active  Waiting  List 

A.  Carried  over  from  previous  month 

B.  New  Applications 

C.  Transferred  from  Deferred  List 

D.  Transferred  to  Deferred  List 

E.  Admitted  to  H.J.A. 

F.  Closed 

1.  Withdrawn 

2.  Deceased 

3.  Rejected 

Total  Closed 

G.  Total  Active  Waiting  List 

II.  Deferred  Waiting  List 

A.  Carried  over  from  previous  month 

B.  New  Applications 

C.  Transferred  from  A.W.L. 

D.  Transferred  to  A.W.L. 

E.  Closed. 

1.  Withdrawn 

2.  Deceased 

3.  Rejected 

Total  Closed 

III.  A.  Number  of  Inquiries 

B.  Number  of  Reception  Cases 

IV.  Placement  Needs  of  Active  Waiting  List 


1st.  fl. 

2nd.  fl. 

3rd.  fl. 

4th.  fl. 

N.  Wing 

S.  Wing 

Total 

MEN 

WOMEN 

COUPLES 

TOTAL 

V.  Comments 
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Appendix  W 

SOCIAL  WORKER'S  MONTHLY  ACTIVITIES 
RESIDENTS 


Social  Worker 


Month 


Year 


Name 

Pres. 

Prob. 

Ref. 

by 

Client 

Contacts 

Staff  Contacts 

Other 

Agency 

Contracts 

Res. 

Family 

SSD 

Nurs. 

Med. 

HSK. 

Food 

Admin. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

1 Referral 

A — Resident  (self) 

B — Resident  (other) 

C — Relative 
D — Nursing 
E — Medical 


Code 

F — Social  Worker 
G — Administration 
H — O.T. 

I — Volunteer 
J — Housekeeping 


2 Staff  Conferences 

A — Supervisory 
B — Inter-disciplinary 
C — Rehabilitation 
D — Special 
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Issues  of  Institutional  Care 

by 

ELAINE  M.  BRODY 
and 

LEONARD  GOTTESMAN 


As  awareness  of  the  institutionalized  elderly  and  interest  in  their  care 
have  increased,  practitioners  and  research  investigators  have  been 
concerned  with  questions  such  as:  How  should  institutional  services 
be  organized?  Who  should  administer  the  facilities?  What  kinds  of 
people  should  be  cared  for  as  a group?  What  kinds  of  people  should 
be  the  caretakers?  How  can  the  effects  of  "total  institutions"  be  miti- 
gated? What  kinds  of  treatment  programs  are  in  the  residents'  best 
interests?  What  should  the  physical  facilities  be  like?  These  questions 
are  a few  among  a wide  range  of  issues.  None  has  been  fully  resolved, 
and  this  chapter  cannot  deal  with  them  comprehensively.  However, 
some  of  the  issues  that  are  of  particular  concern  to  the  social  worker 
will  be  discussed  briefly. 

1.  The  Resident  Population 

Currently,  there  is  much  discussion  about  institutional  care  versus 
"alternatives."  As  indicated  earlier  in  this  Guide , the  question  should 
not  be  framed  in  terms  of  "either/or."  Obviously,  older  people,  like 
people  of  all  ages,  should  have  all  possible  efforts  directed  towards 
maintaining  them  in  their  own  homes  and  communities.  However, 
there  will  probably  always  be  an  irreducible  minimum  percentage  of 
impaired  elderly  who  require  the  kind  of  round-the-clock  care  that 
can  only  be  provided  on  a congregate  basis.  At  present  there  are 
undoubtedly  some  individuals  in  institutions  who,  with  the  help  of 
appropriate  supportive  services,  could  live  outside  of  congregate 
institutional  facilities.  There  is  general  agreement  that  if  such  badly 
needed  community  care  services  were  developed,  they  would  pro- 
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vide  options;  institutionalization  could  be  avoided  or  delayed  for  an 
as  yet  undetermined  proportion  of  older  people,  and  still  others 
would  be  enabled  to  function  at  an  improved  level  of  well-being. 
Certainly,  research  is  essential  to  evaluate  the  impact  of  community 
services  and  to  ensure  that  those  arrangements  genuinely  improve  the 
well-being  of  the  older  people  concerned.  Efforts  are  also  required 
to  improve  the  quality  of  life  in  institutions.  Structured  programs  to 
accomplish  the  latter  goal  will  be  summarized  later  in  this  chapter. 

2.  The  "Mix  and  Match"  of  Residents 

Grouping  residents  in  different  types  of  institutions  or  in  different 
living  areas  within  a large  institution  is  a complex  problem.  A multi- 
plicity of  physical  and  mental  health  problems  and  different  levels  of 
functioning  coexist  in  an  endless  number  of  combinations,  thus  mak- 
ing categorization  of  individuals  difficult.  Most  experts  agree  that  the 
relatively  intact  (that  is,  those  whose  impairments  do  not  require 
round-the-clock  supervision  and  who  are  capable  of  self-care)  should 
not  be  mixed  with  the  severely  impaired.  It  is  also  felt  that  those  who 
are  mildly  forgetful  can  often  live  with  the  more  intact,  depending  on 
their  level  of  functioning.  When  such  individuals  are  in  contact  with 
relatively  "normal"  people,  their  maximal  functioning  is  supported. 
On  the  other  hand,  residents  with  marked  confusion  and  severely 
disordered  behavior  should  be  segregated;  they  require  more  inten- 
sive staffing  patterns  and  create  anxiety  on  the  part  of  the  more  intact 
older  people.  While  the  physically  competent  should  not  be  inte- 
grated with  extremely  disabled  residents,  mental  functioning  is  the 
prime  discriminator.  Some  practitioners  feel  that  those  with  func- 
tional mental  disorders  make  poor  adjustments,  are  dissatisfied  and 
disturbing,  and  should  be  segregated.  However,  experience  indicates 
that  these  individuals  need  not  be  invariably  separated;  good  results 
can  be  achieved  by  placing  them  selectively,  based  on  careful  evalua- 
tion of  behavior,  functioning,  and  degree  of  potential  disturbance  to 
others. 

3.  Optimal  Size  of  the  Care  Facility 

Optimal  size  is  a dilemma  faced  by  many  institutions.  Unquestion- 
ably, the  complexities  of  communication  among  staff  and  integration 
of  services  are  increased  with  size.  Some  administrators  feel  that  a 
50-75  bed  model  is  the  unit  best  suited  to  maximizing  coordinated 
care.  However,  the  larger  size  of  some  institutions  permits  economies 
via  centralization  of  such  basic  services  as  building  maintenance, 
housekeeping,  and  food  services.  It  makes  possible  the  provision  and 
utilization  on  the  premises  of  costly  equipment  (such  as  X-ray,  clini- 
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cal  laboratories,  heart  station,  and  physiotherapy),  and  makes  it 
feasible  to  have  full-time  professional  staff. 

Some  large  facilities  deal  with  the  problem  by  organizing  func- 
tionally into  smaller  units.  It  is  desirable  to  deploy  medical  and  social 
work  offices  to  those  units  so  that  they  are  located  directly  in  the 
residential  areas.  The  professional  staff  thus  can  become  part  of  the 
culture  of  the  floor,  readily  accessible  to  residents  and  visiting  family 
members.  Regular  'Team"  meetings  held  by  area  "teams"  (e.g., 
doctor,  R.N.,  orderly,  practical  nurse,  social  worker,  recreation 
worker,  housekeeping,  and  food-service  personnel)  can  then  be 
utilized  effectively. 

4.  Types  of  Congregate  Care  Facilities 

The  word  "institution"  conveys  a facility  characterized  by  concen- 
trations of  aged  in  the  waning  years  of  life,  who  are  mentally  and/or 
physically  impaired  to  an  extent  requiring  round-the-clock  super- 
vision, and  for  whom  such  placement  is  most  often  permanent. 
Between  such  total-care  facilities  and  totally  independent  community 
living,  a wide  range  of  intermediate  arrangements  exist  and  are  evolv- 
ing. While  called  by  many  other  names,  in  reality,  many  of  them  are 
congregate  care  facilities,  and  their  wide  acceptance  may  provide 
some  clues  to  shape  the  new  look  of  the  institutions  of  the  future. 

The  most  visible  are  apartment  buildings,  hotels,  and  retirement 
villages  for  the  elderly  which  have  increased  rapidly  in  the  past  10 
years.  Apartment  buildings  range  from  those  which  provide  only 
shelter  to  those  with  one  or  more  additional  services  such  as  medical 
care,  meals,  housekeeping,  and  recreation.  Many  of  the  tenants  could 
not  live  independently  of  these  services.  Nevertheless,  they  do  not 
consider  themselves  to  be  institutionalized.  Research  indicates  that 
the  decision  to  include  services  may  affect  the  characteristics  of  the 
population  which  applies.  That  is,  the  offering  of  services  appears  to 
attract  older,  sicker,  and  less  active  people. 

"Boarding"  homes  and  "foster"  homes  for  the  elderly  are  increas- 
ing. They  vary  widely  in  quality  of  service,  but  obviously  are  pro- 
viding some  personal  care  services.  There  are  also  some  efforts  being 
made  to  create  new  types  of  dwelling  arrangements.  For  example,  the 
Philadelphia  Geriatric  Center  has  experimented  with  "intermediate" 
housing  by  purchasing  small  one  family  dwellings  on  an  adjacent 
street  and  renovating  them  to  accommodate  three  elderly  people  in 
efficiency  apartments  in  each  building.  A number  of  services  (main 
meal,  housekeeping)  are  provided  at  the  tenant's  option.  A spe- 
cially designed,  medically  oriented,  federally  sponsored  apartment 
project  for  the  physically  handicapped  is  in  operation  in  Fall  River, 
Massachusetts. 
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The  heterogeneity  of  the  aging  population  is  such  that  only  a broad 
spectrum  of  congregate  care  facilities  can  meet  their  needs.  Un- 
doubtedly, those  facilities  which  are  short  of  institutions  in  terms  of 
saturation  services  should  and  will  increase.  Research  is  needed  to 
establish  criteria  for  their  selective  use  and  to  determine  the  differ- 
ential impact  of  these  facilities  on  the  health  and  general  well-being 
of 'the  residents. 

5.  Personnel  and  Training 

Since  most  long-term  care  settings  for  the  elderly  can  accommodate 
less  than  100  beds,  the  staff  available  to  care  for  residents  is  small  in 
number  and  often  does  not  include  many  professionals.  Whether  in 
a home  for  the  aged,  a mental  hospital,  or  a nursing  or  personal  care 
home,  the  bulk  of  patient  care  and  contact  is  carried  out  by  the 
nurse's  aid,  LPN,  attendant,  orderly  or  other  direct  care  staff.  In  gen- 
eral, these  operational  level  staff  are  young,  have  little  experience  and 
training,  and  are  poorly  paid.  At  the  same  time  most  of  them 
genuinely  like  the  people  they  are  helping  to  care  for  and  want  to 
do  a good  job. 

Training  of  direct  care  staff  is  a neglected  area  requiring  concen- 
trated attention  and  efforts.  In-service  training  should  be  combined 
with  thoughtful  job  definition  based  on  the  physical,  psychological, 
and  social  needs  of  patients.  A first  requisite  is  to  show  how  physical 
and  psychosocial  care  can  be  integrated.  When  this  is  done,  opera- 
tional level  staff  can  make  significant  gains  in  helping  older  people 
reach  their  maximum  functioning  level,  can  enjoy  their  work  more, 
and  are  likely  to  change  jobs  less  frequently.  Such  training  should,  of 
course,  go  hand-in-hand  with  adequate  wages,  job  titles,  and  other 
measures  that  enhance  the  dignity  and  status  of  their  valuable  work. 

Professional  staff  should  use  their  skills  for  program  planning  and 
supervision  as  well  as  in  direct  service  to  residents.  Educational  pro- 
grams for  such  approaches  are  inadequate,  but  efforts  are  currently 
being  made  to  utilize  universities  and  geriatric  centers  as  the  loci  for 
training  and  to  improve  in-service  training  programs  in  long-term  care 
facilities. 

6.  Utilization  of  Institutions  as  Providers  of  Community  Care  Services 

Utilizing  institutions  as  a base  for  community  care  services  would 
diminish  the  isolation  of  the  facility  from  its  city  or  locality.  Both  com- 
munity residents  and  residents  of  the  long-term  facility  could  benefit 
from  the  freer  interchanges  that  would  occur.  Some  mental  hospitals, 
voluntary  geriatric  centers,  and  nursing  homes  contain  elaborate  and 
expensive  physical  facilities  such  as  kitchens,  laundries,  OT  and  PT 
rooms  which  are  under-used  when  they  provide  only  for  the  facility's 
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residents.  Providing  only  for  its  residents  tends  to  isolate  the  facility 
from  the  city  or  locality  in  which  it  is  located.  Some  facilities  have 
concentrations  of  professional  staff  who  could  serve  those  in  the 
community  as  well  as  the  institution's  own  population.  Many  institu- 
tions have  such  potential  for  providing  services  to  older  people  in  the 
community, as  well  as  serving  those  receiving  long-term  care  within 
the  facility. 

The  concepts  of  "day  hospital/'  "night  hospital/'  and  "temporary 
care,"  to  permit  family  vacations  are  expressions  of  these  ideas.  An 
additional  approach  is  being  developed  by  the  Philadelphia  Geriatric 
Center.  Services  will  be  offered  to  community  residents  both  at  the 
Center  and  in  the  older  people's  own  homes.  These  include  meal 
service,  housekeeping  service,  minor  home  repairs,  telephone  net- 
work, information,  referral  and  follow-through  group  activities  and 
sheltered  workshop,  medical  evaluation,  and  a day  care  center. 

7.  Treatment  Approaches 

Only  recently  have  explicit  treatments  appropriate  for  elderly  resi- 
dents of  institutions  begun  to  appear.  They  fall  into  seven  broad 
groupings. 

a.  Activity  therapy  was  designed  to  counteract  withdrawal  and 
isolation  by  offering  older  people  a wide  variety  of  things  to  do. 
This  approach  includes  group  meetings,  sings,  trips,  work,  chores, 
etc.  It  has  been  successful  in  fostering  greater  involvement  for 
some,  but  many  older  people  do  not  take  advantage  of  oppor- 
tunities when  they  are  simply  offered. 

b.  Milieu  treatment  is  based  on  ego  theory  which  states  that  a 
person's  skills  in  dealing  with  the  world  (i.e.,  his  ego)  will  grow 
if  he  is  given  both  the  opportunity  for  greater  involvement  and 
the  social  expectation  that  he  behave  in  certain  appropriate  ways. 
This  therapy  uses  many  of  the  same  activities  as  activity  therapy, 
but  in  addition  structures  the  physical  environment  and  encour- 
ages the  residents  and  staff  to  "demand  or  expect"  that  residents 
respond  to  the  opportunities  which  are  available.  The  therapy 
also  attempts  to  set  its  demands  only  a little  above  the  level  of 
functioning  of  the  patient,  on  the  assumption  that  overdemand 
may  lead  to  breakdown  of  behavior,  but  that  appropriate  de- 
mand leads  to  growth.  Tested  primarily  in  State  psychiatric  hos- 
pitals, this  therapy  has  been  successful  in  improving  the  behavior 
of  patients  to  near  normal  levels.  Its  major  shortcoming  is  that 
it  sets  similar  goals  for  most  participants  and  does  not  concern 
itself  centrally  with  individualized  needs. 

c.  Individualized  treatment  tailors  treatment  to  the  unique  re- 
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quirements  of  each  individual.  Its  key  concept,  "excess  disability," 
is  used  to  denote  the  discrepancy  which  exists  when  the  individ- 
ual's functional  incapacity  is  greater  than  that  warranted  by  the 
actual  impairment.  It  attempts  to  identify  the  excess  disabilities 
in  all  spheres — physical,  social,  psychological — and  concentrates 
treatment  on  those  conditions.  For  example,  the  target(s)  of 
treatment  efforts  might  be  physical  functioning,  family  relation- 
ships, intra-psychic  problems,  occupational  and/or  recreational 
needs,  etc.  It  requires  careful  diagnosis  and  specific  assignment 
of  tasks  for  the  staff  to  carry  out.  Basic  premises  are  individualiza- 
tion, an  interdisciplinary  approach,  and  goals  set  at  appropriate 
levels.  This  treatment  has  been  proven  successful  when  applied 
to  a mentally  impaired  institutionalized  population.  Although 
independently  derived,  it  is  likely  that  individualized  and  milieu 
treatments  can  be  fruitfully  combined. 

d.  Remotivation  therapy  began  in  mental  hospital  settings  as  a 
way  of  engaging  patients  in  the  world  they  had  previously  known. 
A staff  member  prepares  a group  of  lectures,  pictures,  movies,  or 
other  activities  on  a topic  of  probable  interest  to  a group  of  resi- 
dents he  has  previously  gotten  to  know.  Such  topics  as  railroad- 
ing, preparing  a meal,  or  the  people  of  foreign  countries  are 
examples  of  content  for  a remotivation  session.  The  leader  tries 
to  get  patients  to  talk  about  their  own  experiences  in  relation 
to  the  topic  under  discussion.  This  therapy  has  reached  many 
patients  and  reinvolved  them  in  ideas  of  the  noninstitutional 
world,  but  it  fails  to  reach  many  because  of  its  abstract  character. 

e.  Behavior  modification  uses  one  or  more  of  an  elaborate  sys- 
tem of  rewards  for  specific  desirable  behaviors  such  as  eating 
neatly,  or  being  fully  dressed.  With  this  approach  either  an  iso- 
lated behavior  or  an  entire  behavior  system  is  made  the  object 
of  change.  The  entire  staff  and  sometimes  the  entire  ward  milieu 
are  organized  to  reward  desired  behaviors  and  sometimes  to 
punish  undesired  behaviors.  Some  behavior  modification  proj- 
ects offer  patients  "models"  of  desired  behavior  by  pointing  to 
patients  or  staff  who  are  doing  the  desired  thing.  Other  programs 
"shape"  behavior  by  rewarding  approximations  of  the  desired 
behavior.  The  reward  used  in  all  these  programs  varies  from  a 
food  such  as  a candy  bar  to  a symbolic  reward  like  money  or  a 
token  which  can  then  be  used  to  purchase  the  ultimate  desired 
reward.  These  behavior  modification  programs  have  been  highly 
successful  in  changing  behavior  but  are  usually  short-lived  be- 
cause they  require  a very  elaborate  program  to  sustain  them. 
They  have  not  typically  been  shown  to  translate  into  the  non- 
institutional world.  Finally,  some  critics  have  said  they  depend 
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primarily  on  the  relationships  formed  between  the  staff  and  the 
patient  and  that  the  reward  structure  only  provides  unnecessary 
"props." 

f.  Reality  orientation  and  attitude  therapy  have  been  developed 
primarily  for  older  people  with  organic  mental  impairment.  It 
uses  props  like  pictures,  colors,  models  and  other  items  devel- 
oped for  beginning  learners,  in  a context  of  constant  repetition 
to  cause  the  patient  to  relearn  time,  location,  eating,  dressing  and 
other  basic  skills.  This  relearning  is  done  both  in  formal  classes 
and  in  the  course  of  every  contact  of  each  staff  and  family  mem- 
ber with  the  resident.  Attitude  therapy  has  identified  specific 
responses  or  response  sets  (i.e.,  attitudes)  such  as  "passive  friend- 
liness" or  "no  response"  or  "firmness"  to  be  matched  with 
specific  types  of  patients — such  as  the  "frightened,"  or  the 
"panic  stricken,"  or  the  "depressed."  All  staff,  relatives,  and  other 
residents  are  trained  and  encouraged  to  respond  uniformly  to 
each  resident  according  to  those  characterizations.  This  approach 
is  now  becoming  increasingly  popular  in  institutions,  but  it  has 
not  yet  been  evaluated  scientifically. 

g.  Individual  and  group  psychotherapy  have  been  shown  to  be 
effective  for  the  institutionalized  elderly  resident.  They  generally 
involve  a highly  trained  professional  who  makes  possible  an 
intense  emotional  contact  between  himself  and  the  resident(s). 
Verbal  communication  is  generally  the  major  technique  used. 
Such  contacts  may  lead  initially  to  behavioral  regression  and  then 
improvement  to  levels  of  maturity  beyond  where  the  patient 
began.  They  are  not  widely  used  in  institutions  because  their 
length  and  requirement  for  a professionally  trained  therapist 
usually  make  them  expensive. 

8.  Organization  and  Goals 

Organization  and  goals  of  services  have  emerged  as  possibly  the 
most  critical  issues  of  institutional  care.  This  subject  has  been  dealt 
with  to  some  extent  in  earlier  sections  of  the  Guide.  Basically,  the 
problem  to  be  tackled  is  that  of  designing  the  system  of  care  within 
facilities  so  that  it  most  closely  approximates  "normal"  living  and  can 
be  flexible  in  accommodating  the  various  life  styles  of  the  residents. 
It  is  to  be  hoped  that  major  efforts  will  be  made  to  develop  and 
evaluate  new  models  of  long-term  care. 
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Broad  Social  Issues 

by 

STANLEY  J.  BRODY 
and 

ELIAS  COHEN 

The  provision  of  long-term  care,  like  its  related  programs  of  health 
care  and  income  maintenance,  is  in  need  of  major  reform.  In  virtually 
every  State  of  the  Union  there  is  concern  that  long-term  care  is  for 
the  most  part  very  expensive  both  at  the  micro-  and  macro-levels,  it 
is  of  low  quality,  and  it  is  inappropriately  delivered. 

One-third  of  all  medicaid  expenditures  are  now  devoted  to  nursing 
home  care  (to  be  sure  only  one  facet  of  long-term  care).  The  reports 
of  the  United  States  Senate  Special  Committee  on  Aging  in  1965  and 
1969  have  furnished  ample  evidence  about  the  inadequate  quality  of 
long-term  care.  In  addition  to  high  costs  and  poor  quality,  there  is 
an  absence  of  control  with  reference  to  appropriate  utilization  or  an 
appropriate  mix  of  institutional  and  noninstitutional  programs. 

A variety  of  remedies  have  been  applied  to  the  problem.  Among 
them  have  been  the  following: 

• Some  jurisdictions  (e.g.,  New  York  City)  have  attempted  to 
remedy  the  problems  of  low  quality  through  a combined  effort  of 
reimbursing  nursing  homes  at  cost  and  applying  what  they  regard  as 
stringent  regulations. 

• The  medicare  experiment  with  extended  care  attempted  to  de- 
fine and  utilize  a system  of  equitable  cost  reimbursement  together 
with  a system  for  utilization  review  and  relationship  to  secondary  care 
institutions  (hospitals). 

• Some  jurisdictions  have  tried  to  relate  the  rates  of  reimbursement 
for  care  to  the  amount  of  care  the  patient  required.  These  systems 
have  been  characterized  as  "point-count  systems" — so  many  points 
for  incontinence,  for  immobility,  for  inability  to  dress,  feed  oneself, 
etc. 

• Some  jurisdictions  (for  example,  Pennsylvania  and  California) 
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have  attempted  some  of  the  above  singly  or  in  combination,  together 
with  a program  of  training  and  education  for  long-term  care  facilities. 

• Some  national  policy  has  attempted  to  deal  with  the  problem 
through  the  conventions  of  the  market  place.  FHA  Mortgage  Insur- 
ance and,  to  a lesser  extent,  Hill  Burton  Grants  have  been  designed  in 
part  to  relieve  the  shortage  of  long-term  care-skilled  nursing  home 
beds  and  thereby  produce  sufficient  competition  to  assure  high- 
quality  care  at  reasonable  cost. 

• Some  of  the  current  Federal  efforts  are:  appointment  of  a Special 
Assistant  to  the  Secretary  of  HEW  for  nursing  home  affairs  and  admin- 
istrative attempts  through  Title  19  (Medicaid)  regulation  enforcement 
to  upgrade  nursing  homes;  training  State  inspectors  and  nursing  home 
administrators  with  Federal  funds;  and  proposals  for  the  improvement 
of  the  Older  Americans  Act  including  increased  funding. 

It  is  apparent  that  none  of  the  prior  attempts  to  modify  existing 
systems  has  worked.  The  problems  of  high  expenditure  levels,  low 
quality,  absence  of  control,  and  under-utilization  of  both  non- 
institutional  care  and  high-quality,  high-cost  rehabilitative  care 
remain. 

FUNDAMENTAL  OBSTACLES  IN  FORMULATING  A POLICY 

A social  policy  on  long-term  care  ideally  would  be  one  which 
guarantees  to  all  persons  the  right  to  appropriate  long-term  care  in 
or  out  of  an  institution  when  and  where  he  needs  it  and  for  as  long 
as  he  needs  it.  The  costs  should  be  at  reasonable  levels.  Appropriate 
long-term  care  must  be  readily  accessible,  of  high-quality  and  cost 
efficient;  that  is,  high-cost  services  should  be  utilized  when  they  are 
clearly  indicated  and  when  high  cost  in  the  short  run  will  yield  low 
cost  in  the  long  run.  The  system  should  be  accountable,  that  is,  at 
the  end  of  any  given  period  it  should  be  possible  to  say  that  particu- 
lar problems  were  dealt  with  at  a specific  cost  with  clear  results. 
Further,  the  ideal  system  should  rely,  to  the  extent  possible,  upon  the 
"natural  forces"  of  a community  value  system,  an  economic  incentive 
and  disincentive  system,  and  a professional  knowledge  base.  Gov- 
ernment regulations  should  be  employed  in  those  instances  where 
other  forces  do  not  operate  to  control  appropriate  utilization  and 
accountability. 

If  the  above  represents  an  ideal  prescription  for  developing  a long- 
term care  policy,  what  are  the  obstacles  that  prevent  its  achievement? 

1 . Lack  of  Clarity  About  Objectives 

Unlike  primary  care  or  hospital  care,  the  objectives  for  long-term 
care  are  not  clear.  Hospital  care  has  as  its  basic  objective  the  achieve- 
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ment  ot  a cure.  Cure  is  interpreted  broadly  to  cover  the  range  from 
complete  recovery  to  recovery  sufficient  to  enable  one  to  leave  the 
hospital;  it  is  essentially  defined  as  meaning  recovery  from  the  acute 
stage  of  a disease  or  disabling  condition.  Health  care  has  as  its  goal 
the  treatment  of  ill  and  disabled  persons  to  enable  them  to  remain  in 
their  own  homes,  hopefully  having  been  cured,  but  often  on  some 
other  basis  that  enables  maintenance  of  maximum  health  with  or 
without  other  supports  in  the  home.  Typically,  it  is  directed  at  the 
treatment  of  an  acute  rather  than  a chronic  condition. 

Long-term  care  on  the  other  hand  has  no  clearly  defined  single 
objective  while  it  subscribes  to  the  same  goal  of  maximum  level  of 
functioning.  For  some  patients,  long-term  institutional  care  may  repre- 
sent convalescent  care  following  an  acute  episode  of  a disease  or 
disabling  condition  (e.g.,  hip  fracture,  stroke,  major  extensive  surgery, 
amputation,  etc.).  In  such  a case  it  may  have  as  its  objective  rehabilita- 
tion in  its  classic  sense,  complete  with  all  of  the  techniques  encom- 
passed within  the  specialty  of  psychiatry,  physical  restoration,  etc. 

For  a second  group,  it  may  include  some  objectives  of  physical 
restoration  and  rehabilitation  but  fall  short  of  the  objective  of  return 
to  the  community  and  self-care.  It  may  represent  lifetime  care,  per- 
haps with  fairly  sophisticated  skills  required  for  the  remainder  of  the 
patient's  life,  as  for  example  the  quadriplegic  who  has  other  systemic 
involvement  like  kidney  disfunction,  the  severely  disabled  arthritic 
who  is  virtually  bed  bound,  or  victims  of  advanced  stages  of  diseases 
such  as  multiple  sclerosis  and  muscular  dystrophy. 

For  a third  group  of  patients,  the  objectives  may  include  long- 
term care  with  the  objective  of  maintaining  life  functions  and  activity 
functions  at  the  highest  possible  level.  Examples  of  this  kind  of  care 
include  the  care  of  the  mentally  impaired  who  can  and  do  benefit 
from  therapeutic  programs  (see  chapter  13),  very  fragile  people  in 
advanced  old  age  who  require  constant  care,  and  other  groups. 

A fourth  group  includes  those  who  require  long-term  care  support 
outside  of  an  institutional  setting.  These  are  people  who  have  the 
mental  and  physical  resources  to  remain  in  the  community  provided 
there  is  someone  to  undertake  the  tasks  needed  to  enable  them  to 
remain  in  the  community.  Such  support  programs  might  include 
inhome  services  (including  homemaker  service,  home  health  aid 
service,  meals  on  wheels)  and  day  care  and  day  hospital  service.  The 
nature  and  quality  of  these  services  depend  upon  the  resources 
available  for  surveillance  at  other  times  of  the  24-hour  day. 

2.  Lack  of  Conventional  Wisdom 

Among  the  professions  of  medicine,  nursing,  and  social  work,  and 
among  the  general  public  also,  a lack  of  conventional  wisdom  about 
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what  is  appropriate  for  long-term  programs  permits  low-quality  care 
to  flourish.  There  is  a conventional  wisdom  about  what  is  appropriate 
for  hospital  care.  Examples  of  that  conventional  wisdom  are  that 
surgery  is  performed  in  operating  rooms  rather  than  the  home;  that 
hospitals  are  clean  and  odor  free;  that  hospitals  provide  for  high 
levels  of  technology.  If  a new  machine  or  device  has  been  developed, 
it  is  regarded  as  desirable  for  a hospital  to  obtain  it.  Administrative 
and  technological  innovations  such  as  intensive  care  units,  special 
cardiac  teams,  techniques  in  postnatal  care  are,  relatively  speaking, 
quick  to  be  employed  in  hospitals  throughout  the  country.  Even  with 
all  of  the  problems  surrounding  hospital  care,  there  is  a community 
attitude  that  presses  hospitals  toward  higher,  more  appropriate, 
adequate  quality  care. 

The  conventional  wisdom  about  long-term  care  facilities  and  pro- 
grams and  the  people  they  serve  is  characterized  by  (a)  a lack  of 
understanding  of  the  rehabilitative  potential  of  large  numbers  of 
patients,  particularly  the  elderly;  (b)  a professional  disaffection  for 
participation  in  the  care  of  persons  for  whom  "cure"  in  the  conven- 
tional sense  is  not  the  objective;  (c)  a sense  of  hopelessness  and 
futility  about  investing  energy  and  resources;  (d)  a lack  of  knowledge 
about  the  nature  of  pathology  clusters  among  the  elderly,  and  the 
masking  effect  of  mental  impairment;  (e)  a lack  of  knowledge  about 
the  tolerance  for  and  the  susceptibility  of  long-term  care  patients  for 
surgery  and  rehabilitative  techniques;  and  (f)  the  misconception  that 
long-term  care,  and  particularly  long-term  care  of  the  elderly,  is  con- 
cerned primarily  with  confused  patients  who  are  often  incontinent 
and  who  have  no  essential  social  utility.  Much  of  this  conventional 
wisdom  about  long-term  care  derives  from  the  quality  of  cultural 
values  about  the  elderly. 

3.  Absence  of  Financial  Incentives 

The  absence  of  financial  incentives  for  providing  appropriate  (i.e., 
optimum  quality)  care  and  disincentives  for  either  overproviding  or 
underproviding  constitute  other  formidable  obstacles. 

Current  public  payment  systems  fall  into  three  basic  types: 

a.  Cost-related  payment  mechanisms  (e.g.,  Medicare;  New  York 
City  Medicaid). 

b.  Flat  rate  systems  (e.g.,  Pennsylvania,  Texas  Medicaid  systems). 

c.  Point  count  payment  systems  which  try  to  assess  the  need  of 
the  patient  and  pay  accordingly  (e.g.,  Illinois  Medicaid). 

All  systems  call  for  the  maintenance  of  certain  minimum  standards. 
Some  require  something  higher  than  the  licensing  standard  (e.g., 
Medicare),  while  others  establish  special  conditions  for  participation 
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in  the  payment  program.  However,  even  considering  utilization  re- 
view there  are  no  systems  where  it  is  clear  that  it  is  to  the  advantage 
of  any  long-term  care  facility  to  discharge  a patient  at  the  earliest 
possible  moment  or  to  involve  him  in  a noninstitutional  long-term 
care  support  program  when  that  is  appropriate,  or  to  suggest  or 
arrange  for  a noninstitutional  program.  Very  few  programs  of  pay- 
ment for  long-term  care  are  concerned  with  the  admissions  process 
and  the  exploration  of  alternatives.  It  is  interesting  to  speculate  what 
the  result  would  be  if  the  principles  embodied  in  the  case  of  Lake 
versus  Cameron  1 in  the  District  of  Columbia  Court  of  Appeals  were 
to  be  applied  universally  in  all  long-term  care  cases.  Conversely,  there 
are  few  (if  any)  programs  that  have  disincentives  for  furnishing  less 
than  the  needed  or  indicated  care.  For  example,  there  are  no  dis- 
incentives for  programs  failing  to  provide  the  needed  physical  re- 
habilitation and  restoration  indicated  for  a stroke  patient. 

4.  Lack  of  an  Adequate  Knowledge  Base 

The  lack  of  an  adequate  knowledge  base  is  perhaps  the  most 
serious  of  the  obstacles  to  formulating  an  adequate  policy.  There  is 
little  precision  about  what  are  the  treatments  of  choice  for  long-term 
care  patients  with  particular  conditions.  It  is  known,  for  example, 
that  there  are  approximately  as  many  persons  with  disabling  con- 
ditions who  are  not  in  institutions  as  there  are  in  institutional  settings. 
What  is  not  known  is  how  these  people  get  along,  or  which  programs 
serve  them  well  or  badly.  Very  little  is  known  about  the  configurations 


1.  364  Federal  2nd  Reporter  657  (1966).  In  considering  the  rights  of  an  elderly 
person  committed  to  Saint  Elizabeths  Hospital  (a  Federal  mental  hospital)  Judge 
Bazilon  observed,  'The  court's  duty  to  explore  in  such  cases  as  this  is  related  also 
to  the  obligation  of  the  State  to  bear  the  burden  of  exploration  of  possible  alter- 
natives an  indigent  cannot  bear.  . . Moreover,  appellant  plainly  does  not  know 
and  lacks  the  means  to  ascertain  what  alternatives,  if  any,  are  available,  but  the  gov- 
ernment knows,  or  has  the  means  of  knowing,  and  should  therefore  assist  the  court 
in  acquiring  such  information. 

"In  laying  out  possible  alternatives  which  the  appellant  might  be  compelled  to 
accept,  the  District  Court  may  consider,  e.g.,  whether  the  appellant  and  the  public 
would  be  sufficiently  protected  if  she  were  required  to  carry  an  identification  card  on 
her  person  so  that  police  or  others  could  take  her  home  if  she  should  wander,  or 
whether  she  should  be  required  to  accept  public  health  nursing  care,  community 
health  and  day  care  services,  foster  care,  home  health  aide  services,  or  whether 
available  welfare  payments  might  finance  adequate  private  care.  Every  effort  should 
be  made  to  find  a course  of  treatment  which  appellant  might  be  willing  to  accept. 

"In  making  this  inquiry,  the  District  Court  may  seek  aid  from  various  sources,  for 
example,  the  D.C.  Department  of  Public  Health,  the  D.C.  Department  of  Public  Wel- 
fare, the  Metropolitan  Police  Department,  the  D.C.  Department  of  Vocational  Re- 
habilitation, the  D.C.  Association  for  Mental  Health,  the  various  family  service  agen- 
cies, social  workers  from  the  patient's  neighborhood,  and  neighbors  who  might  be 
able  to  provide  supervision." 
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of  various  methods  and  types  of  care  that  are  effective  in  and  out  of 
institutions  and  for  what  kinds  of  conditions. 

Very  few  in-depth  population  analyses  of  those  on  waiting  lists  for 
institutional  care  have  been  undertaken.  Moreover  there  is  little  infor- 
mation on  those  who  are  not  actively  seeking  access  to  long-term  care 
institutions  but  who  have  disabling  conditions.  There  is  a similar  lack 
of  data  about  those  in  institutions.  In  addition  to  this  fundamental 
information,  very  little  is  known  about  the  relationship  of  long-term 
care  to  service  systems  impinging  upon  long-term  care  (that  is,  systems 
which  enhance  housing,  mobility,  outpatient  medical  care,  etc.). 
Little  is  also  known  about  the  manpower  requirements  of  long-term 
care;  about  the  economics  of  long-term  care  not  only  from  the  stand- 
point of  the  consumer  but  from  the  standpoint  of  the  investor  and  the 
impact  of  investment  in  long-term  care  facilities.  In  short,  compre- 
hensive examination  of  long-term  care  is  required  to  develop  an 
information  base  upon  which  crucial  decisions  about  future  long-term 
care  systems  can  be  made.  Such  a study  must  include  an  examination 
of  the  population  in  need;  cultural  mores  (since  they  are  determi- 
nants of  the  conventional  wisdom);  the  relationship  of  several  service 
systems;  and  the  impact  of  employing  a variety  of  economic  resources. 

5.  Linkage  to  Other  Systems 

Long-term  care  institutions  do  not  exist  without  significant  refer- 
ence to  other  systems.  Indeed,  the  linkages  are  critical.  Some  of  the 
systems  with  which  linkages  are  maintained  are  obvious;  others 
are  less  so. 

Long-term  care  is  most  commonly  considered  to  be  closely  linked 
to  the  health  care  system.  Programs  of  Medicare  and  Medicaid  give 
credence  to  this  linkage  and  relationship.  Long-term  care  facilities 
are  designed  in  some  programs  to  relieve  hospitals  of  overcrowding 
and  optimize  hospital  bed  utilization.  For  the  elderly,  long-term  care 
institutions  (typically  nursing  homes  and  intermediate  care  facilities) 
are  theoretically  linked  to  psychiatric  facilities  as  a means  of  relieving 
overcrowding  and  supposedly  inappropriate  utilization  of  those  facil- 
ities by  the  mentally  impaired.  Less  obvious,  however,  are  the  linkages 
to  other  parts  of  the  health  care  system:  organized  in-home  services, 
visiting  nurse  service,  primary  care,  emergency  room  and  outpatient 
clinic  service,  community  mental  health  centers. 

Frequently,  the  linkage  element  between  and  among  these  medical 
care  systems  is  the  social  service  system,  to  the  extent  that  one  exists. 
The  public  welfare  social  service  system  frequently  acts  as  the  mecha- 
nism for  entry  into  the  long-term  care  arrangement.  In  addition, 
where  limited  services  exist,  the  public  welfare  social  service  system 
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sometimes  provides  the  linkage  between  long-term  care  and  in-home 
health  services,  homemaker  service,  chore  service,  transportation,  and 
other  facilitative  services  necessary  to  health  maintenance.  In  addi- 
tion, the  social  service  system  may  provide  the  adjustment  services 
utilized  by  long-term  care  residents  and  their  families  to  deal  with  the 
relationship  that  exists  between  and  among  them. 

Less  understood  than  these  two  systems  are  the  linkages  and 
relationships  that  exist  between  systems  of  capital  financing  of  con- 
struction. These,  of  course,  are  in  addition  to  the  financing  of  public 
facilities  which  may  be  provided  through  bond  issues. 

The  significance  of  the  linkage  to  the  financing  system  is  that  long- 
term care  facility  beds  that  are  built  will  tend  to  be  used.  This  in  turn 
may  have  an  adverse  effect  on  the  allocation  of  operating  resources 
to  provision  of  community  health  social  services  designed  to  maintain 
maximum  functioning  outside  of  institutional  settings. 

As  for  operational  financing,  long-term  care  is  closely  linked  to 
public  systems  of  payment  for  long-term  care.  Most  notable  among 
these  are  Medicare  and  Medicaid.  The  benefit  structures  of  these 
payment  mechanisms  tend  to  shape  the  quantity  and  quality  of 
services  available  for  public  agencies  to  estabilsh  nonresidential 
long-term  care  services.  Taken  together  with  the  relationship  of 
capital  financing  to  long-term  care,  these  two  elements  may  produce 
inordinate  leverage  on  institutional  service — on  the  one  hand  encour- 
aging capital  development,  while  on  the  other  hand,  under-financing 
its  operation. 

The  importance  of  the  tax  implications  in  private  development 
cannot  be  underestimated. 

The  social  policy  issues  implicit  in  consideration  of  the  financing 
system  condition  programmatic  issues  since  funding  is  a key  deter- 
minant of  the  availability  and  quality  of  long-term  care. 

Despite  the  presence  of  social  services  in  the  community  which 
may  affect  long-term  care,  the  linkages  to  the  social  service  system 
are  not  in  any  way  systematic  except  in  isolated  instances.  The  social 
services  do  not  provide  an  effective  triage  system,  nor  do  they  sig- 
nificantly assist  in  effecting  optimum  use  of  community  facilities. 
Linkages  between  health  and  social  service  systems  and  between  the 
long-term  care  system  (to  the  extent  it  exists)  are  generally  accidental. 
The  current  pattern  that  has  emerged  is  one  of  leaving  it  to  each 
institutional  system  or  each  individual  patient  or  his  family  to  work 
out  individual  solutions  independently. 

Some  of  the  issues  of  concern  in  the  question  of  linkages  are  as 
follows: 

a.  The  need  for  combining  several  systems  of  intake  which  cur- 
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rently  result  in  placements  of  patients  in  a variety  of  types  of 
facilities.  Systems  of  intake  necessarily  involve  common  methods  of 
problem  identification,  solution  identification,  and  case  disposition. 
In  the  absence  of  appropriate  agreements,  all  organizations  retain 
their  prerogatives  to  reject  the  client,  and  virtually  none  are  obliged 
to  serve  him. 

b.  Resource  and  cost  allocations  should  be  such  as  to  facilitate 
appropriate  treatment  without  particular  incentives  or  disincentives 
for  one  type  of  care  as  against  another.  The  need  of  the  client  rather 
than  a particular  reimbursement  scheme  should  dictate  the  linkage 
or  non-linkage. 

c.  Conversely,  incentives  should  be  provided  to  assure  appro- 
priate placements  and  disincentives  provided  to  discourage  in- 
appropriate treatment.  In  this  connection,  linkages  should  be 
developed  with  systems  such  as  the  insurance  system,  the  mortgage 
market  system,  the  tax  system  and  others.  Marketplace  phenomena 
deserve  careful  study. 

d.  Finally,  as  interest  grows  in  the  development  of  National 
Health  Insurance  and  the  Health  Maintenance  Organization  (pre- 
paid comprehensive  health  care),  the  issue  of  full  coverage  prepaid 
health-social  services  should  be  examined.  Such  plans  might  intro- 
duce cost  efficiencies  and  economic  incentives  not  now  present, 
would  require  systematic  linkages,  and  would  offer  predictability 
in  a cost  situation  where  none  exists  under  present  arrangements. 
However  it  must  be  emphasized  that  to  date  no  national  health 
or  HMO  proposals  have  seriously  dealt  with  either  long-term  care, 
in-home  or  institutional  services.  A major  issue  remains  to  com- 
mand legislative  interest  and  awareness  in  the  relationship  between 
the  long-term  care  system  and  existing  health  and  social  service 
systems.  Such  a developed  sensitivity  should  result  in  legislative 
proposals  ensuring  linkages  between  the  various  interfacing  systems 
affecting  the  long-term  care  needs  of  the  elderly. 

6.  Personnel  and  Training  Issues 

The  sample  study  conducted  by  the  Department  of  Health  Care 
Administration  of  George  Washington  University  in  1967  indicated 
that  long-term  care  institutions  employed  a weighted  average  of  .58 
personnel  for  each  resident.  No  more  recent  study  is  available.  On 
this  basis,  assuming  approximately  one  million  long-term  care  resi- 
dents, the  long-term  care  "industry"  employs  almost  600,000  persons. 
Of  these,  the  study  asserted  that  100,000  fell  into  the  professional 
category  including  attorneys,  accountants,  nurses,  physicians,  psy- 
chologists, social  workers,  dentists,  occupational  therapists,  physical 
therapists,  administrators  and  others. 
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The  issue  of  training  has  at  least  three  dimensions:  (a)  fundamental 
education  in  the  nature  of  old  age,  mental  illness,  mental  retardation, 
the  chronic  illnesses,  and  the  impact  of  these  on  human  behavior, 
family  and  interpersonal  relationships,  perceptions  of  self  by  the  ill 
person,  and  perceptions  of  society  at  large  of  the  ill  person;  (b) 
fundamental  education  about  the  nature  of  long-term  care  institutions 
and  treatment  programs;  and  (c)  education  in  the  interdisciplinary 
nature  of  approaches  to  care. 

The  first  of  these  is  an  obligation  of  all  professional  schools  training 
students  who  may  be  dealing  with  potential  consumers  of  long-term 
care  or  their  families.  In  terms  only  of  the  study  of  aging,  the  surface 
is  barely  scratched.  For  example,  fewer  than  half  of  the  schools  of 
medicine  in  the  United  States  have  any  special  courses  on  the  prob- 
lems of  old  age.  Geriatric  nursing  courses  are  a rarity.  Old  age  is 
frequently  an  appendage  on  social  work  courses  in  human  develop- 
ment. The  result  of  neglect  of  professional  schools  of  the  needs  and 
capacities  of  the  elderly  for  quality  service,  has  reflected  the  social 
values  of  American  society.  This  has  resulted  in  a general  absence  of 
understanding  of  specific  indicators  and/or  components  of  high 
quality  nursing  home  care.  Professional  schools  have  been  followers 
rather  than  leaders  in  responding  to  the  needs  of  the  elderly.  As  a 
result,  professional  workers  too  often  tolerate  and  accept  a level  of 
care  below  that  indicated  by  current  knowledge  and  expertise. 

The  second  dimension  is  a shared  responsibility  between  the  pro- 
fessional schools  and  the  schools  concerned  with  health  care  adminis- 
tration which  theoretically  are  training  the  leadership  of  long-term 
care  facilities  as  well  as  other  health  care  organizations. 

A survey  in  1969  by  the  Division  of  Health  Resources  Statistics, 
National  Center  for  Health  Statistics  (HSMHA-DHEW  Monthly  Vital 
Statistics  Report,  Vol.  20,  No.  10-1/14/72)  of  18,390  nursing  care  and 
personal  care  facilities  revealed  that  65  percent  of  the  administrators 
had  never  taken  a course  in  nursing  home  administration,  49  percent 
had  no  formal  training  beyond  high  school,  72  percent  had  not 
completed  college,  and  the  median  number  of  years  of  experience 
as  an  administrator  of  a nursing  home,  hospital  or  related  facility  was 
8.0  years. 

The  task  of  producing  the  trained  leadership  for  long-term  care 
facilities  is  obviously  enormous.  It  is  equally  obvious  that  schools  of 
health  care  administration  will  not  be  able  to  furnish  an  adequate 
supply  and  continue  to  meet  the  current  demand  for  hospital  adminis- 
trators. Thus,  other  types  of  programs  will  begin  to  fill  in  the  gaps, 
among  them  social  work,  public  administration,  sociology,  and  other 
fields  offering  specialization  in  gerontology.  Many  of  these  programs 
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are  being  funded  through  the  Title  V program  of  the  Older  Americans 
Act  and  offer  degrees  at  the  masters  level. 

In  addition,  there  are  a growing  number  of  courses  at  the  graduate 
level  offered  on  a short  course  basis  during  the  summer  months  at 
institutions  of  higher  education  such  as  the  University  of  Southern 
California  Institute  of  Gerontology,  University  of  Michigan  Institute 
of  Gerontology,  Duke  University  and  others.  Similarly,  the  Geron- 
tological Society  offers  short  courses  from  time  to  time  in  specialized 
areas  of  interest,  many  of  which  are  applicable  to  long-term  care. 

Funding  of  educational  programs  through  the  Older  Americans  Act, 
NIMH,  HSMHA,  and  Social  Security  Act  programs  has  been  important 
in  introducing  content  on  long-term  care  into  regular  professional 
school  curricula.  However,  most  programs  continue  to  be  deficient  in 
addressing  the  issues  of  long-term  care. 

The  third  aspect  of  training  is  the  lack  of  integration  of  health  and 
social  sciences  in  the  schooling  of  all  professionals  dealing  with  the 
elderly.  The  absence  of  understanding  of  social  factors  in  the  medical 
curricula  is  equaled  by  the  lack  of  medical  and  health  information  in 
the  social  sciences.  The  goal  of  long-term  care  which  has  been  iden- 
tified as  achieving  maximum  functioning  is  a goal  shared  both  by  the 
health  and  social  services.  Accordingly  the  training  should  reflect  the 
interdependency  of  both  professional  groups  in  their  delivery  of 
service. 

SUMMARY 

Initiation  of  an  analysis  of  long-term  care  policy  with  the  objective 
of  formulating  a new  policy  should  start  from  an  understanding  of 
the  present  obstacles.  It  is  not  sufficient  to  suggest  formulation  of  clear 
objectives.  The  formulation  of  objectives  will  prove  difficult  unless 
one  starts  from  a point  of  understanding  what  values  are  to  be  served. 
The  dissatisfaction  with  the  extended  care  provisions  of  Medicare 
derives  not  from  a lack  of  clarity  about  the  objectives  of  the  extended 
care  provision  nor  from  (at  least  initially)  poor  financing.  This  concern 
arises  from  the  limited  objectives  of  extended  care  and  more  recently 
with  the  inability  to  control  the  costs.  The  experience  with  extended 
care  is  instructive.  Clear  objectives  and  adequate  financing  (at  least 
at  the  outset)  did  not  produce  the  desired  result.  Obviously,  if  in  a 
limited  program  of  this  sort,  results  could  not  be  obtained,  it  will  be 
much  more  difficult  to  formulate  a more  comprehensive  program 
that  will  meet  broad  objectives. 

It  is  suggested,  therefore,  that  initially  there  be  a concentration  on 
the  development  of  a long-term  care  policy.  This  policy  should 
include  consideration  of  the  value  system  which  underlies  the  con- 
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ventional  wisdom  and  is  the  determinant  of  quality;  of  the  mecha- 
nisms utilized  to  finance  a variety  of  kinds  of  care  (these  include 
hospital  care  services,  housing,  transportation,  etc.);  and  the  financing 
mechanisms  utilized  for  capital  construction  (Hill  Burton,  FHA,  "236", 
Congregate  Housing);  the  system  interfaces  (the ' linkages  of  long- 
term care  in  mental  hospitals,  community  mental  health  programs, 
other  community  supportive  health-social  services  as  well  as  the 
interface  of  service  financing  with  direct  hospital  care,  long-term  care, 
financing  and  the  funding  of  other  relevant  systems);  and  detailed 
studies  of  populations  at  risk.  Finally,  consideration  should  be  given  to 
the  manpower  demands  of  long-term  care  programs  and  policy  and 
the  manpower  demands  related  to  the  issue  of  allocation  of  programs 
and  availability  of  skilled  manpower  in  manpower-poor  areas. 

Development  of  a social  policy  on  long-term  care  requires  recog- 
nition of  the  fundamental  obstacle  of  community  attitudes  that  sub- 
vert the  development  of  such  a policy.  Achieving  an  understanding 
of  what  the  current  systems  are  and  how  they  operate  as  well  as 
accumulation  of  appropriate  data  about  the  population  at  risk,  the 
value  systems  that  condition  the  basic  approach  to  long-term  care, 
and  an  examination  of  the  economic  considerations  of  long-term 
care  are  among  the  basic  studies  that  must  be  undertaken  in  order 
to  forge  a social  policy  on  long-term  care. 
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